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Adrenal Cortex in Surgery 


L. C. Nortrurup, M.D. 
TULSA, OKLAHOMA 


A great deal of research work has been 
done on the function of the adrenal gland 
asa whole. Adrenalin, the secretion of the 
medulla, has been known and used for 
years. The function of the cortical portion 
has remained a mystery. However, we do 
know a few important facts about the cor- 
tex. We know that life in the higher forms 
cannot exist more than a few hours with- 
out the adrenal cortex. It is known that 
Addisons disease is due to a progressive 
destruction of the adrenal gland. Research 
on Adrenalectomized animals has shown 
definite chemical changes in the blood. 
There is a lowering of sodium and chlor- 
ides and an increase in non-protein nitro- 
gen. This disproportion increases as death 
nears. Dr. A. Scott Worthim, in his autop- 
sy reports of patients dying from shock, 
always brought out the fact that there was 
a state of exhaustion present in the adrenal 
glands. 

Many investigators have maintained 
adrenalectomized dogs in apparently nor- 
mal physiologic condition by daily admin- 
istration of sufficient amounts of extract 
of adrenal cortex. The symptoms, follow- 
ing the removal of the adrenal glands, are 
asthenia, falling blood pressure, edema, 
failing kidney function, anorexia, nausea 
and vomiting, great physical weakness, 
profuse cold perspiration, coma and death. 
The frequency that some of these symp- 
toms are seen following operations has 
prompted the experimental use of adrenal 
cortex extracts to prevent shock in sur- 
gery and then later to make convalescence 
more smooth and more rapid. 


In 1931, Zwemer reported on the use of 
adrenal cortex in the treatment of severe 
intestinal intoxication in babies. The im- 
provement was very marked and almost 
instantaneous. Wilson, in 1936, reported 
on the use of adrenal cortex in the treat- 
ment of severe burns. Reed has been 
using adrenal cortex since 1932 in non- 
surgical patients. He first started using 
it in surgery in 1936. Since then, he has 
reported on a large number of cases in 
which he has used the extract to advan- 
tage. Several of his cases were almost 
moribund, in the last stages of exhaustion 
from peritonitis. The sudden change in 
the condition of the patient upon the ad- 
ministration of adrenal cortex extract was 
very remarkable; they all made a rapid re- 
covery. At the present time, he is using 
it routinely pre-operatively to prevent 
shock and to prevent many of the post- 
operative symptoms, such as vomiting and 
weakness. My own experience with the 
extract, covers the past two years. I have 
used it only on the serious cases where 
they were obviously in for a stormy time. 


In general, the following conditions have 
been noted when the extract was used: 


1. Heart action has been stabilized. 


2. It has a very stimulating effect on 
the kidneys. In several cases the 
urine has become free of albumin 
and casts that were present before. 


3. No change in the blood chemistry, as 
long as the extract was given. 


4. Blood pressure levels maintained. 


5. Pulse rates showed very little change 
during and after operation. 

6. Absence of profuse diaphoresis even 
to the absence of the usual! post- 
operative period of sweating during 
the reaction from the anaesthetic. 

7. No dehydration. 

8. Almost entire absence of nausea and 
vomiting post-operatively. 

9. There has been only one case of ileus 

in all of my cases. 

Fluids and solids have been retained 

earlier and there has been a quick 

return to the normal appetite. 


There has been a noticeable feeling 
of well being. No cases of extreme 
exhaustion. 

Wounds have healed more rapidly 
and there has been a marked notice- 
able decrease in pain and a less 
amount of narcotics have been re- 
quired. 

There is a definite increase of re- 
sistance to infection. 


10. 


11. 


12. 


13. 


CasE REPORTS 


Mr. H. had two operations for perforated 
ulcer of the stomach, two and one-half 
years apart. He had a spinal anaesthetic 
with each operation. With the first opera- 
tion, he did not have adrenal cortex ex- 
tract, with the second operation he did. 
Both operations were performed approxi- 
mately the same length of time after onset 
of symptoms. His temperature, following 
the first operation, reached 103, 24 hours 
post-operative, and did not reach normal 
until the seventh post-operative day. With 
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the second operation, the highest tempera- 
ture was 100.8, and came to normal in 48 
hours. The high pulse the first time was 
120, which came down to 70 on the eleventh 
day. The second time, his pulse was 112, 
and came to 70 in 24 hours. Nausea and 
vomiting with distension was troublesome 
the first time. He was unable to retain 
any solid food until the twelfth post- 
operative day, while the second operation, 
he did not vomit once, was not nauseated, 
and was able to eat solid food on the fourth 
day. He had his first bowel movement, 
following the first operation, on the sev- 
enth post-operative day, while after the 
second operation, his bowels moved on the 
third post-operative day. He was in the 
hospital 14 days the first time, and 8 
days the second time. Following the first 
operation, he had 27 doses of morphine, 
‘4 grains, 3,000 c.c. saline, 2,000 c.c. glu- 
cose, but after the second operation, he 
had only 10 doses of morphine, 4,000 c.c. 
of saline and no glucose. He received 11 
doses of adrenal cortex extract. He was 
given 1 c.c. every six hours after the op- 
eration. 

My procedure is to give 1 c.c. 12 hours 
before the operation, 1 c.c. one hour before 
the operation, and 1 c.c. or 2 c.c. every six 
hours after the operation until the patient 
is out of danger. 

The preparation I have used, for the 
past two years, is made by Parke Davis 
Company, and is marketed under the trade 
name of Eschatin. 
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The Complications of Gonorrhea* 


ALLEN R. Russet, M.D. 
McALESTER, OKLAHOMA 


The complications of gonorrhea are va- 
riable and many, and as a rule, these com- 
plications are not given the serious consid- 
eration which they deserve, but instead, it 





*Read before the Section on Urology, Annual Meeting, 
—— State Medical Association, Muskogee, Oklahoma, 
ay, 1938. 





has been the custom to accept many of 
these appearances as unavoidable features 
of the disease itself, as the patient’s mis- 
fortune, and no one’s fault, whereas in 
reality, a thorough understanding of the 
disease, and a little time spent with the 
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patient at the beginning, explaining 
the seriousness of this disease, could 
have well prevented a great many of these 
complications. Many of these complica- 
tions are disastrous and far-reaching and 
for that reason, any steps toward their 
prevention are well-worth the most pains- 
taking investigation and study in the be- 
ginning. It is considered today that more 
than 50 per cent of the complications of 
gonorrhea are avoidable conditions, and 
that gonorrhea on the whole, is the most 
poorly treated of diseases. 

Considering the complications of gonor- 
rhea, we can divide our patients practical- 
ly into three groups. The first group are 
those patients whose conduct is above re- 
proach throughout the attack, and who re- 
ceives oral treatment, a prescription, and 
syringe, and turned loose to treat them- 
selves. In this group you see most of those 
complications that are as a rule, not the 
serious type, but rather either continue 
with recurrence, or finally become chronic. 


In group number two, are patients hav- 
ing extremely mild and local treatment 
absolutely free from trauma, and of ex- 
emplary conduct. Among this group you 
have those patients who are under the 
best conditions of treatment, and there- 
fore, where you see the smallest number 
of complications. 

Group number three, are patients re- 
ceiving strenuous treatment such as pas- 
sage of catheters, sounds, high-pressure 
irrigations, injections, solutions being too 
strong, large doses of gonococcus vaccine, 
and various types of unwarranted treat- 
ment, and also whose conduct is generally 
bad. In this group you may see any, or all, 
of the complications expected in this con- 
dition, and the variable stages or extent 
of these same complications. Of course, 
even in this group itself, some of the com- 
plications are a result of the disease itself, 
as a result of continuity of surface, but by 
far the greater percentage, are the direct 
result of what the patient, or the physi- 
cian, does, and as such are usually pre- 
ventable. 

I shall attempt to take these complica- 
tions up one at a time, and discuss them 
as such. ; 

Chronic Gonorrhea: In a consideration 
of chronic gonorrhea, one must make some 
very close distinctions, for it is often the 


custom to include under this condition, 
what is not really gonorrhea, but instead, 
conditions that have lingered long after 
the disappearance of the gonococcus, which 
may or may not be due to secondary in- 
fection, occurring upon the soil previously 
prepared for their invasion. Chronic gon- 
orrhea should never be classified as such 
until the gonococcus has been present for 
more than six months, also, it might be 
said here that it is very seldom that the 
chronic gonorrhea is seen in those cases, 
whose treatment has been exemplary, and 
whose conduct has been satisfactory. 


Gonorrheal Epididymitis: In some 
groups of treated cases, this complication 
ranges as high as 30 per cent or more, and 
since it often renders from 25 to 50 per 
cent of these patients permanently sterile, 
it is well worth serious consideration as to 
its prevention. In the past there has been 
much discussion and differences of opinion 
as to the causative factor of epididymitis. 
Now, it is generally agreed that the usual 
cause is as follows: That when the bladder 
is full of urine, or partially distended, a 
small amount of the urine escapes through 
the relaxation of the internal sphincter 
into the posterior urethra, ejaculatory duct, 
or seminal vesicle, and under physical 
exertion or lifting, the lower abdominal 
muscles are brought into action producing 
an increased bladder pressure, which forces 
a small amount of urine down the vas 
deferens, and it eventually reaches the epi- 
didymal tube. This is the reason that the 
history of these complications brings out 
the fact that within 24 to 48 hours pre- 
ceding the epididymal complication, that 
they have indulged in coitus, sexual excite- 
ment, or some form of strenuous exercise, 
with a full bladder. Or that some form of 
injurious treatment was carried out, which 
raised the intraurethral or intravesicle 
pressure, resulting in the infected urine 
being forced into the vas deferens, and on 
to the epididymal tube. 


Seminal Vesiculitis: There are many 
conditions wherein this diagnosis is made 
erroniously, because of the belief that a 
diseased seminal vesicle is always pal- 
pable, and a palpable one is always dis- 
eased. To make a definite diagnosis of 
acute or sub-acute seminal vesiculitis is 
rather difficult, however on the other 
hand, to deny that some degree of infec- 
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tion of the seminal vesicles exists in any 
ease of gonorrhea, is like saying that you 
have a pyelitis without a kidney infection. 
Clinically speaking, in those cases where 
there is a prolonged urethral discharge in 
patients receiving the proper treatment 
and having followed the proper conduct, 
gonorrhea] seminal vesiculitis often results 
in a constant feeding source. With such a 
condition in the seminal vesicles, with ac- 
cumulation of purulent material, in the 
face of a poorly draining organ, especially 
where there is a certain amount of flare- 
up from the urethra, with an increased 
amount of discharge, it is easily seen that 
the seminal vesicles could be the source of 
such an infectious condition. Pain in the 
rectum and along the vas deferens when 
present, together with a mild grade of fever 
in the absence of evidence of a prostatic 
abscess, especially, also, if there is bloody 
seminal] emission, is strongly suggestive of 
an acute seminal vesiculitis. 


Gonorrheal Cowperitis: This condition 
is fairly well limited to those patients 
who have had instrumentation of the ure- 
thra during the acute or sub-acute stage, 
and especially in those cases where stric- 
tures are present. In other words, this 
condition is rarely seen in those patients 
who have had proper treatment, unless 
there is a stricture formation, or smal] 
urethral meatus, or some other condition 
resulting in an increased back-pressure in 
the urethra. When present the infection 
usually breaks through the gland capsule 
and points towards the perineum, resulting 
in an abscess formation, which may de- 
stroy in whole, or part, Cowper’s gland. 
When such occurs, there is very good pos- 
sibility of the additional complications of 
urinary extravasation. In those rare cases 
where gonorrheal cowperitis does develop 
without the formation of an abscess, there 
results a very chronic condition because of 
the poor drainage facilities and the pro- 
longed gonorrheal infection that remains. 


One of the best methods to diagnose this 
condition is by placing the gloved finger 
into the rectum and pressing into the fossa 
the thumb externally to the corresponding 
side of the bulb, and rolling the tissue be- 
tween the thumb and finger. The enlarged 
glands can readily be palpated. 


Gonorrheal Arthritis: Gonorrheal arth- 


ritis rarely occurs in the absence of some 
form of trauma to the infected mucous 
membranes. Its appearance may be made 
after meatotomy, passage of a sound, open- 
ing of an infected gland, or any other pro- 
cedure that may serve to introduce the 
gonococcus into the blood stream. On the 
other hand, those poorly behaved individ- 
uals who subject themselves to traumatic 
influences in the presence of an active in- 
fection of the urethra, tend to support this 
theory. This is perhaps the most damaging 
of all complications of gonorrhea, occurring 
in about two to five per cent of all cases, 
and is extremely resistant to treatment. 
It may present itself at any time during 
the attack, more frequently however, dur- 
ing the acute or sub-acute stages. The 
pathology is variable and in many in- 
stances it may confine itself to one joint, 
more frequently being polyarticular, which 
may often offer a differential diagnosis 
from the commoner forms of rheumatic 
fever. It is, also, to be remembered that 
the degree of fever is not in proportion to 
the intensity of the local involvement. The 
disease is often periarticular, and extends 
along the tendon sheaths. This form is 
probably the least common, and thought 
by some authorities to be due to the gon- 
orrheal toxins, rather than the actual 
presence of the organism at the site. A 
simple effusion in the joint is sometimes 
noted, and in the absence of the gonococci, 
rarely becomes purulent. The most severe 
forms are those in which the actual pres- 
ence of the organism are in the joints, 
with exudate and pus formation involving 
and destroying the synovial membrane of 
the articular surfaces and eventually end- 
ing in ankylosis. We have seen the clin- 
ical courses characterized by the great va- 
riability of the condition, and its obstinacy 
to therapeutic measures. In some cases 
the involvement is transitory, in others 
ending in variable degrees of ankylosis. 
Concerning the treatment of this obstinate 
condition, of course, the force of the at- 
tack should be the focus of infection, the 
same with urethral, prostatic and seminal 
vesicular gonorrhea. 


Periurethritis or Spongyitis: Here there 
is a varying degree of infiltration of the 
corpus spongiosum, greatly limiting its 
distensibility. Because of this, there is 
great pain on erection, and in the presence 
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of extreme infiltration, there is a definite 
downward curve of the organ, which is 
commonly referred to as cordee. Along 
with this condition, you have the develop- 
ment of periurethreal abscesses, which if 
allowed to go untreated, may rupture 
either externally or internally, the former 
of which often results in sinuses which 
may harbor the gonococci almost indefi- 
nitely, and be an important etiological fac- 
tor in the production of chronic gonorrhea. 


Lymphangitis: This condition is charac- 
terized by the presence of small indurated 
cords, which may be felt running longi- 
tudinally in the subcutanious tissue of the 
penis. There is generally an associated 
edema of the distal areolar tissue. It sel- 
dom causes any great amount of trouble, 
if the original infection is treated properly. 
The disection of these indurated cords has 
been suggested by some authors, but it is 
well to state that unless you have had some 
experience or are prepared as to what the 
possibilities may be, difficulties may be en- 
countered, because of the fact that these 
cords sometimes run deep into the perin- 
eum. 

Follicular Abscess: W hen infiltrations 
around the urethra] follicles undergo sup- 
puration, they show a decided tendency to 
point towards the skin surface. It is well 
to incise these fairly early instead of wait- 
ing until they reach the skin to point, as 
such reduction may be avoided and pos- 
sibility of sinus formation prevented. Also, 
following the incision of these ab- 
scesses, all active treatment should be dis- 
continued otherwise it will greatly en- 
hance formation of a permanent urethral 
sinus. 

Suppurative Tysonitis: Infection of the 
paraphrenal glands results in this condi- 
tion, which often go on to abscess forma- 
tion. As soon as these form, they should 
immediately be incised and drained, and 
if possible, every effort made to keep up 
the drainage until healing. Otherwise, a 
mucous channel will be left, which will 
harbor the gonococci for many months, 
which will result in numerous recurrences, 
and probably, chronic gonorrhea. After 
drainage has ceased, fulgaration of these 
glands is suggested by some authors, in 
order to more completely destroy any 
gonococci that may be left. 


Prostatic Abscess: Infection of some de- 
gree in the prostate is certain to occur 
whenever the posterior urethra is involved. 
The prostate may have become infected 
unknown to both patient and doctor even 
though its condition has been continually 
looked for throughout the course of the 
case. Differentiation between acute pros- 
tatitis and prostatic abscess of gonorrheal 
origin often is very difficult, particularly 
in the early stages. Urinary discomfort, 
frequency, and urgency, terminal hema- 
turia, difficulty, even complete retention 
may occur with either. They may run a 
febrile or afebrile course and usually both 
show some degree of leukocystosis. In 
each, the prostate may be swollen, hot and 
tender on palpation but as a rule the diag- 
nostic feature of prostatic abscess is the 
area of fluctuation together with high 
temperature and sudden onset of chills. 
Also, the intense rectal pain is more com- 
mon with gonorrheal abscesses. The acute 
prostatic abscess complicating gonorrhea 
is entirely different from the more com- 
mon sub-acute or chronic pyogenic abscess. 
This differentiation is usually brought out 
by the findings of complete examination 
and history. 

— Ee ~-~O-— —_ — - - 
Removal of Spleen Controls Purpura 

Blood transfusions and snake venom are tem- 
porarily helpful, and the removal of the spleen con- 
trols most cases of chronic thrombopenic purpura 
(tendency to easy bleeding due to the decrease in 
number of certain type of blood cell), Nathan 
Rosenthal, M.D., New York, states in The Journal 
of the American Medica! Association for January 14. 

There are many causes of purpura, some of which 
are measles, scarlet fever, chickenpox, infections of 
the respiratory tract and drug idiosyncrasy. How- 
ever, in most cases the causative factor cannot be 
determined. 

The condition is either acute or chronic, and 
the symptoms may be mild or severe in either 
type. Recovery is often spontaneous in the acute 
cases. 

Some of the means suggested for the treatment 
of purpura include vitamin C, sesame oil, liver ex- 


tract, parathyroid extract, X-ray radiation and 
ligation of the artery of the spleen. 
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Famed German Professor Retires 

Having reached the age of 65, Prof. Otfried For- 
ster has retired from the chair of neurology and 
psychiatry at Breslau University, the regular Ber- 
lin correspondent of The Journal of the American 
Medical Association reports in the January 14 
issue. Through his basic research in anatomy and 
physiology as well as in the pathology of the 
nervous system, Forster has gained for himself an 
illustrious name. Neurosurgery likewise is much in 
his debt. The intradural resection of the dorsal 
nerve roots, for abolishment of spastic paralysis 
and tabetic crises, is known as Forster's operation; 
it was done by him as early as 1909. In 1935 Forster 
was _— a British prize, the Jackson gold 
medal. 
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Diagnosis and Treatment of Gall Bladder Disease* 


J. Hopson Veazey, M.D. 
ARDMORE, OKLAHOMA 


The gall bladder is an organ which has 
been generally poorly understood. Many 
symptom complexes related to the gall 
bladder still persist after a removal of the 
gall bladder. 

In presenting this paper a study of the 
physiology of the gall bladder is a help in 
giving a clearer concept in the treatment 
and prognosis of gall bladder disease. The 
gall bladder is controlled through the 
vagus nerve and the sympathetic nervous 
system. These nerves also supply the 
sphincter of Odii at the duodenum. The 
sphincter of Odii is supplied also by the 
Auerbach plexus. Hence, an irritation in 
the duodenum can cause a reflex action in 
the gall bladder. The common duct and 
pancreatic duct empty into the duodenum 
in its second part at the Ampulla of Vater. 


DraGnostTic MEASURES 


I. Cholecystogram: 

Since the advent of the gall bladder dye 
administration, we. have gained much 
knowledge about the gall bladder. The 
following terms are used in describing or 
interpreting the cholecystogram. 

Normal emptying. 
Faint visualization. 
Delayed visualization. 
No visualization. 

No emptying. 
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II. Biliary tract drainage: 


The non-surgical drainage of the gall 
bladder is a diagnostic measure of value. 
The tube should be taken in the morning 
following a 12-hour fast. The tube should 
be passed in the sitting position. Water 
should not be given to pass the tube in 
the stomach. To determine if tube is in the 
duodenum or stomach: (1) Stomach con- 
tents will be turbid, duodenal contents will 
be clear, homogenous. (2) Blow air into 
tube by small syringe. If it returns imme- 
diately the tube is in the duodenum. (3) 





*Read before the Southern ag ag Medical Association 
Meeting, at Ardmore, December, 1936. 





Fluoroscope. (4) Congo red reaction. The 
acid reaction of gastric contents (turns 
red to blue) disappears after entering the 
duodenum. 

After the tube has passed into the duo- 
denum usually one to two ounces of golden 
yellow bile is obtained. After the bile 
flow has ceased, one ounce of MgSO4 (25 
per cent solution) is injected and allowed 
to remain two minutes. After which the 
MgS0O4 solution is siphoned off and the 
returning MgSO4 is discarded. The MgSO4 
may be repeated for two more injections. 
If no concentrated dark brown or olive 
green bile is obtained, one ounce of warm 
olive oil is injected and allowed to remain 
10 minutes and the returning oil discarded. 


The gross findings of biliary drainage: 

1. Concentrated bile. 

2. Absence of dark green bile usually 
indication of non-functioning gall 
bladder. 

3. Bile sediments. 


The microscopical findings of the biliary 

drainage: 

1. Cholesterol crystals are thin plates 
colorless with nick in one corner. 

(a) Usually indicates stones. 

2. Calcium bilirubinate crystals are 
lumps of heavy plates with yellow, 
orange, or red color. 

(a) Nearly 100 per cent diagnostic 
of stones. 

3. Calcium crystals, are irregular, color- 
less and transparent. 

(a) Of no significance. 


III. Chemical tests of blood. The most 
used tests are: 
1, Cholesterol — Normal, 150-180 mgs 

per 100 c.c. 

(a) Elevation of blood Cholesterol; 
Hypercholesterolemia is usual- 
ly associated with stones. 

2. Cholesterol Esters — Normal, 80-120 
mgs per 100 c.c. usually 50 per cent 
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of cholesterol. Drops to 5 to 10 per 

cent in liver damage. 

3. Icterus Index — Normal value, 4-8. 
Reading 8-10 suggests gall bladder 
disease. 

4. Van Den Berg. 

(a) Direct reaction, positive of com- 
mon duct obstruction as 200 mgs 
per 100 c.c. 

(b) Indirect reaction, indicates hem- 
olytic type of jaundice. 

5. Bromsulphthalein. 

(a) Positive without jaundice, indi- 
cates porta! Cirrhosis, cancer 
metastasis, or chronic passive 
congestion. 

(b) Positive with jaundice indicates 
either obstruction or catarrhal 
jaundice. 


CLASSIFICATION OF GALL BLADDER DISEASES 
Accorpinc To SyMPTOMS 


I-II. Indefinite abdominal symptoms. In- 
digestion, distention, belching of gas, nau- 
sea, discomfort after meals, constipation 
with no acute attacks of pain. 


III - III-A. One or more acute attacks of 
upper right quadrant pain such as colic, 
with typical radiation at times requiring 
hypodermics with or without nausea, vom- 
iting or fever. 


Types of Gall Bladders: ° 


I. These patients have symptoms of gall 
bladder disease without a history of colic 
and without stones. The symptoms namely 
are epigastric distress, flatulence, nausea, 
tenderness over gall bladder. 
Clinical findings: X-ray shows: 
A. Faint visualization or delayed emp- 
tying or failure to empty. 
B. Duodenal drainage shows crystalline 
sediment. 

1. Concentrated bile in which crys- 
tals of calcium, cholesterol or cal- 
cium bilirubinate are present. 

C. Negative X-ray and examination of 
other parts of abdominal cavity. 


Treatment: 


Duodenal drainage. 
Antispasmodics. 

Bromides. 

Hydrochloric acid or alkalies. 
Saline cathartics or olive oil. 


A. 
B. 
C. 
D. 
E. 


II. These patients have symptoms of gall 
bladder disease without a history of colic 
but with a stone. The symptoms are as 
mentioned in Type I. 

This type due to stasis of bile in the gall 
bladder. There is a normal sphincter tone 
but a deficient res ponse to stimulation, 
hence, atony and dilitation of the gall 
bladder. The stasis of bile causes the 
stone. The stone forms gradually and there 
is only one stone. The other types with 
stones will have numerous families be- 
cause of numerous attacks. This type will 
eventually contract down. This type of 
gall bladder you will find in fair, fat and 
40. There is no history of colic. 

Clinical findings: 

A. Gastric hypochlohydria. 

B. X-ray shows: 

1. Dilated gall bladder with faint 
visualization. 

2. Incomplete emptying of gall blad- 
der. 

3. Gall bladder does or does not 
show stone. 

C. Icterus Index normal. 

D. Cholesterol crystals in biliary sedi- 

ment. 


Treatment: 


1. Dilute HCL. 

2. Bland diet to promote emptying of 
gall bladder. 

3. Olive oil before meals for drainage 
of gall bladder. 

4. Strychnine is given to increase muscle 
tone. 

5. Removal of the gall bladder is advo- 
cated because of mechanical menace 
of stone. 


III. These patients give a history of right 
upper quadrant pain such as colic with 
typical radiation at times with or without 
nausea, vomiting and fever. There are two 
subdivisions under this type. 

A. The hyptertonic individual with hy- 
peracidity. This type is found at 
middle age. In women it disappears 
at the climateric. This gall bladder 
disturbance is caused by local duo- 
denal irritation as duodenitis. The 
spasm produces a spasm of the 
sphincter of Odii. Diagnosis is made 
of duodenitis—(1) X-ray, (2) Will 
have trouble getting tube in duo- 





denum, (3) MgS0O4 injected into 
tube will bring no drainage, (4) 
Olive oil will promote drainage. 
This type will not get relief after 
gall bladder removal because pain 
is not due to stone but to acute duo- 
denitis. 
Clinical findings: 
1. Duodenal drainage shows dark bile 
with cholesterol crystals because bile 
is stagnant. 
2. Gastric hyperacidity. 
3. Enlarged gall bladder shadow at X- 
ray. 
4. Delayed emptying of gall bladder at 
X-ray. 
5. Gall bladder may not visualize. 
6. Response to olive oil but not to 
MgS0O4 at biliary drainage. 
7. Periodic increase of the Icterus Index. 
Treatment: 


1. Bland ulcer diet as Sippy. 

2. Antispasmodics as tincture Bella- 
donna. 

3. Alkalies are indicated to combat the 
gastric hyperacidity. 

4. Olive oil is given before meals. 

5. Duodenal drainage will give relief. 

6. If stones are present operate because 

of the mechanical menace from stones. 


III-A. Hypertonic type without hyper- 
acidity. 

This type of gall bladder is due to reflex 
disturbances. A stimulation of the Vagus 
as neurosis, worry, nervousness, chronic 
appendicitis, colitis, infected tubes, etc., 
can cause reflex stimulation. There will 
be violent contractions of the gall bladder 
giving periodic attacks of colic or indiges- 
tion. The mechanism is produced by an 
increased tone of the sphincter of Odii, by 
a reflex of stimulation from the C.N.S. 


Clinical findings: 
1. Gastric acidity is normal. 


2. There is no duodenitis. 

3. X-ray shows normal emptying gall 
bladder. 

4. X-ray may or may not show stones 
depending upon stage of formation. 

5. Drainage response to both MgS0O4 
and olive oil. 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





6. There is stasis in gall bladder as noted 
by crystalline biliary sediment. 
7. Icterus index normal. 


Treatment: 
1. Removal of exciting cause as foci of 
infection. 
2. Bromides or some sedative for nerv- 
ous factor. 


3. Antispasmodics. 

4. Bland diet. 

5. Respond to duodenal drainage or 
saline cathartics. 

6. Removal of gall bladder if stones are 
present. 


MANAGEMENT OF GALL BLADDER DISEASE 


I. Avoid biliary stasis. 

A. General hygenic measures. 

1. Regularity of meals. 

Rest after meals. 
Outdoor exercise, deep breathing. 
Avoidance of constipation. 
Eliminate worry and nervous- 
ness. 
II. Prevention and treatment of inflam- 
mation: 

1. Bed rest. 


2. Bland diet. 
3. Remove foci of infection. 


III. Dietary regulation: 


1. Bland type of diet. 

2. Frequent small meals for gall blad- 
der drainage. 

3. Control of weight. 

4. Low cholesterol diet when Hyper- 
cholesterolemia is present. 

5. High cholesterol diet for stimulating 
gall bladder emptying, when not con- 
traindicated. 


IV. Medications: 


1. Sedatives such as bromides, etc. 

2. Antispasmodics as tincture Bella- 
donna. 

Hydrochloric acid or alkalies. 

Saline cathartics. 

. Cholagogues. 

. Duodenal drainage. 
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Think of It First* 


Some Comments on the Diagnosis of Tuberculosis 


RicHaArD M. Burke, M.D. 
SULPHUR, OKLAHOMA 


In the years to come there shall probably 
be less ado over the diagnosis of tubercu- 
losis. With the declining morbidity, our 
diagnostic approach is assuming a more 
aggressive character. We now attempt to 
detect tuberculosis in the pre-clinical 
stage. This means diagnosing the disease 
by the case finding method. This is being 
done by surveys in this state, most of 
which has been done by the State Tubercu- 
losis Association under Dr. Puckett. The 
State Health Department’s new mobile X- 
ray unit is extending this survey work. 
Incidentally, Oklahoma ranks high as re- 
gards the volume of tuberculin testing 
done, thanks to Dr. Puckett. Not long ago 
we were content to pick the disease up by 
physical examination and an occasional 
X-ray film. Today our aim is to diligently 
search out the positive reactors and then 
protect them, if possible, from further in- 
fection. If clinical tuberculosis is found, 
then active treatment is instituted. The 
time will probably come when all positive 
reactors will be registered and their infec- 
tion followed from childhood. When such 
a day does come, the diagnosis of the few 
cases of tuberculosis then encountered will 
not be such a problem. For the present, 
however, we still must be on our toes to 
avoid overlooking clinical tuberculosis. 


Let us consider somewhat informally 
some of the occasions when tuberculosis 
should be before our mind when éexamin- 
ing the patient. While taking the history, 
always consider the possibility of tubercu- 
losis when a story of exposure is given, es- 
pecially family contact. Also, don’t over- 
look coughing relatives with so-called 
bronchitis. Always think of it first when 
a patient gives a history of repeated or pro- 
tracted colds or recurrent attacks of the 
“flu.” Keep it in mind when the patient 
tells of exposure to irritant dust. A very 





*Presen before the Post Graduate Course on Tubercu- 


ted 
losis in Oklahoma City, October 13, 1937. 


high percentage of silicotics develop tu- 
berculosis. We might also recall that pa- 
tients who shop around nursing an old 
diagnosis of tuberculosis rarely have clin- 
ical tuberculosis. 

As to symptoms, think of it first when 
your patient complains of fatigue. This 
tiredness recalls the ill localized malaise 
of the early hypertensive. Pain and cough 
are seldom mentioned. Your patient com- 
plaining of persistent chest pain, unless it 
is a typical pleurisy pain, often has arth- 
ritis. The patient, with cough as a promi- 
nent symptom, rarely has early tubercu- 
losis. Of course, there are some doctors 
who carry this idea a little too far. One 
sees patients coughing their heads off with 
advanced tuberculosis who have been diag- 
nosed typhoid fever. Don’t neglect the pa- 
tient who seems genuinely fatigued and 
probably has lost a little weight. A slight 
temperature elevation is, of course, always 
suggestive. 

Keep in mind, though, that the so-called 
fevers of unknown origin are rarely due to 
pulmonary tuberculosis. Here it is impor- 
tant to use your agglutination tests. Think 
of it first in patients with pleurisy or shoul- 
der ache in the absence of acute respira- 
tory infection. When a pleural effusion is 
present, treat as tuberculosis. 


Likewise, a patient spitting blood is to 
be considered guilty until proven other- 
wise. Don’t be guilty yourself of glibly 
assigning such bleeding to the upper re- 
spiratory tract as so often is done. Hemor- 
rhage from this region is quite rare except 
for nose bleeds which usually can be easily 
spotted. Blood from the stomach is ordi- 
narily in large clots. Blood from the lungs 
is mixed with mucus and 90 per cent of 
the time it is due to tuberculosis. The 
most common causes of streaking are bron- 
chiectasis and bronchitis. Blood spitting 
of obscure origin, especially in young in- 
dividuals, always demands prolonged ob- 
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servation. The hemoptysis occurring in 
mitral stenosis is not infrequently ascribed 
to tuberculosis. Patients are inclined to 
exaggerate when telling about the amount 
of blood raised. Quiz them carefully. The 
typical hemoptysis (“tossing the ruby”), of 
tuberculosis is about one ounce or more 
followed by blood streaked sputum for sev- 
eral days. 

In physical examination, think of it when 
you encounter a chest exhibiting asym- 
metry such as a slight lag on one side or 
a slight wasting on one side. Tubercu- 
losis is a disease which produces asym- 
metry. Unfortunately, the stethoscope 
plays a very minor role in diagnosing the 
early lesion. Of course, think of it first 
when moderately coarse post cough rales 
are heard above the third rib and fourth 
dorsal spine—the so-called zone of alarm. 
On the other hand, rales in the lower 
lobes may be considered as non-tubercu- 
lous until proven otherwise. Rhonchi al- 
most always indicate a non-tuberculous 
lung condition, such as asthmatic bron- 
chitis. However, remember that tubercu- 
losis co-exists with other diseases. When 
sputum is raised, always have it examined 
for tubercle bacilli. Club fingers usually 
point away from tuberculosis to other 
forms of chronic lung suppuration. Al- 
ways think of it when anal fistula is en- 
countered. Old scars of tuberculous aden- 
itis are significant. 


Next we come to laboratory aids. Re- 
peated negative sputum examinations in 
the presence of a purulent sputum usually 
serves to rule out tuberculosis. Often we 
see relatives and doctors who are reluctant 
to give up a diagnosis of tuberculosis in 
the presence of a chronic productive cough 
such as occurs in bronchiectasis. Tubercu- 
losis is no longer a universal disease, so 
use the tuberculin test on adults as well as 
children. Think of it whether the test is 
four plus or one plus. The fluoroscope is 
a fine routine but use it cautiously. An 
early lesion can be easily overlooked. Al- 
ways take a chest film when any doubt 
exists. I feel that the fluoroscope is ade- 
quate in children under 12 years. We are 
inclined to over interpret the X-ray, i.e., 
see things that are not really present. Our 
chief concern should be the outer and 
upper third of the lung fields. Fine and 


moderately coarse mottling in this region 
means to think of it first. Chronic upper 
respiratory tract infection causes thicken- 
ing about the hilus and along the descend- 
ing bronchial trunks, which is confused 
with tuberculosis. Don’t get too excited 
about healed primary complexes in per- 
sons over 30. When in doubt as to activity, 
always insist on serial films. Broncho- 
scopy and lipiodol mapping of the lung 
fields are important diagnostic aids. Use 
them especially in obscure lower lobe dis- 
ease. 


The pulmonary conditions which I have 
found most frequently misdiagnosed as 
tuberculosis have been bronchitis (usual- 
ly with emphysema), bronchiectasis and 
lung abscess. The extra pulmonary con- 
ditions so diagnosed have been heart dis- 
ease, malaria, syphilis and hyperthyroid- 
ism. I have not found disease of the para- 
nasal sinuses per se quite as frequently 
misdiagnosed as others report. A difficult 
task sometimes is to tell whether or not a 
case of pneumoconiosis has an associated 
tuberculosis. Repeated sputum examina- 
tions help. The bronchomycoses are diffi- 
cult to diagnose but fortunately, they are 
rare. Primary cancer of the lung is on the 
increase and it seems that errors in its 
diagnosis are also on the increase. An X- 
ray diagnosis is very hazardous. Broncho- 
scope your patient. If a pleural effusion 
develops, do a guinea pig even though the 
fluid is hemorrhagic. 


Keep in mind that many of the things I 
have mentioned are merely diagnostic aids 
and not dogma or infallible truths. In con- 
cluding, let me remind you that to “Think 
of It First” is an excellent habit. By so 
doing you are bound to pick up an occa- 
sional early case of tuberculosis, which is 
still considered somewhat of a minor tri- 
umph in medicine. 


= 
v 


“Depression or No Depression” 

Since 1930, month after month, a unique series 
of educational-to-the-public advertisements have 
appeared on the first page of Hygeia. The spon- 
sor’s name, Mead Johnson & Company, has to be 
looked for with a magnifying glass, and appears 
only for copyright purposes. Not a product is 
ballyhooed. Instead, appears good, clean, con- 
vincing reasons, with choice illustrations, why 
mothers should seek pediatric advice from their 
physician. 
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Further Study of Lobar Pneumonia 
in the Tulsa Area 





SAMUEL GoopMAN, M.D. 
TULSA, OKLAHOMA 


A statistical study of the pneumonias 
relative to the incidence of lobar pneu- 
monia in the Tulsa area during the period 
from 1930 to 1937 revealed some interest- 
ing data. The results of this study in a 
series of 721 pneumonias was given in two 
previous papers, one read before the Tulsa 
Clinical Society in June of 1936, and one 
read before the Oklahoma State Medical 
Association in May, 1937. This study 
showed that prior to 1935 the incidence of 
lobar pneumonia was rather low. In the 
period from 1930 to 1935, it constituted but 
10.6 per cent of the total number of pneu- 
monias. In the period from January, 1935, 
to May, 1936, it constituted 25.5 per cent of 
the total number. From May 1, 1936, to 
May 1, 1937, it constituted a maximum of 
46.8 per cent of the total number of pneu- 
monias. The latter was based on a survey 
of 109 cases of pneumonia admitted into 
St. John’s Hospital in that year. 


Thus, it is seen that in the period from 
1930 to 1937 there had been a decided in- 
crease in the incidence of lobar pneumonia. 


From May, 1937, to May, 1938, there was 


a decided fall in the total number of pneu- 
monias and a slight decrease in the inci- 


dence of lobar and atypical pneumococcus 
pneumonia admitted into the hospital. The 
number of pneumococcus pneumonia cases 
made up 45.3 per cent of the total. 


The importance of the pneumonia prob- 
lem, both from a public health and eco- 
nomic standpoint can be appreciated from 
the fact that among the infectious dis- 
eases, pneumonia out-ranks all others as 
a cause of death. In 1936 the death rate 
in the United States was 69.8 per 100,000 
population as compared to 54.2 per 100,000 
due to tuberculosis. The mortality rate 
has increased at a rather disturbing rate 
since 1932. 

According to the United States Bureau 
of Vital Statistics, the death rate per 100,- 
000 population in Oklahoma, from pneu- 
monias other than broncho-pneumonia, in- 
creased from 38 in 1932 to 55.9 in 1936. The 
broncho- pneumonia mortality increased 
from 25.8 in 1932 to 35.6 in 1936 per 100,000 
population. The total pneumonia mortali- 
ty rate in Oklahoma during the year of 
1936 was 91.5 per 100,000 population and 
was second only to heart disease among 
all other diseases as cause of death. 


TABLE No. I 





Survey of 569 Pneumonia Cases 
From January 1, 1935, to May 1, 1938 





January 1, 1935 
to 





May 1, 1936 


to 
May 1, 1938 


St. John's Hospital 

















May 1, 1936 
Morningside Hospital 
and 
St. John’s Hospital 
Cases 
Lobar & Atypical 
Pneumococcus Pneumonia 136 
Broncho Pneumonia 260 
Combined Total 306 | 





| Mortality Cases | Mortality 
25.5 81 46.8 29.6% 
25.9 92 53.2 32.6% 
25.6 173 | 312% 








Average days ill before entering hospital—4.5 
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TABLE No. II 





Analysis of 81 Lobar and Atypical Pneumococcus Pneumonia Admitted to St. John’s 
Hospital From May 1, 1936, to May 1, 1938 




















AGE GROUP MONTHS 
Less than 1 year 4 OE -, ae 
1 to 4 years 5 February _ 23 
5 to 9 years 8 March 10 
LETTE ESOS 28 9 : > 
AEP EE ETE A 11 April . ——- . 3 
30 to 39 years _ + = EE ERE eee err Te aes bee es Ow ee eS 
50 to 59 years __ 9 July i 
[.-. : rene ee 
PEE crepes 0” RE ea SE 
Male 49 a, es oo sit 
Female 32 December | 
Onset preceded by upper respiratory infection SURES 5 286136 Saw wae siden 
Onset not preceded by hacatal ny EE ES SOS PSS ie St ak 20 
RR EEGs BS EE PRs I 8 dette mecnindatiplptiggemsiitilgabrtins ilies Ma 
Onset sudden _. vistas Oe 
Onset gradual _ - .. 22 
a 8 








While it may seem fundamental to re- 
view the various phases of lobar pneu- 
monia, I believe it is of the utmost impor- 
tance that certain aspects of the disease 
be clearly understood in order to obtain 
the best results, particularly with specific 
treatment. In this connection it is signifi- 
cant that 96 per cent of lobar pneumonias 
and about 50 per cent of broncho-pneumon- 
ias in adults are caused by one of the va- 
rious types of pneumococci. Of these, 
Types Nos. I, II, Il, IV, V, VI, VI, 
VIII, XIV cause 89 per cent of the pneu- 
mococcus pneumonias. At the present 
time specific sera are commercially avail- 


able for all the above individual types. In 
view of the above statements, it is clearly 
evident that we should be concerned more 
with the necessity of making a bacterio- 
logical diagnosis rather than an anatomical 
one. 

In this series of cases the age group, sex, 
and seasonal incidence coincide with those 
found in various other localities. The role 
of the common cold as a predisposing fac- 
tor in lobar pneumonia should not be over- 
looked. It is to be noted that 61 per cent 
were preceded by acute respiratory infec- 
tions. Since at the present time no satis- 
factory protective antigen against pneu- 


TABLE No. III 





Symptoms and Physical Findings 











Previous Attacks ——— 

No Previous Attacks - oe 

Unknown —..._.__. .. 44 

SYMPTOMS PHYSICAL FINDINGS 

Cough __ <A ee 68 oe . 48 
Pain in chest Ta 55 Broncho-vesicular breathing __ . 54 
Chill 38 Limited expansion . 33 
Blood streaked sputum 26 Increased fremitus . 13 
Dyegmee — 21 ns ge ae 
Aching ____ SES MEST TT 6 sounds - 6 
Nai 8 Right side ____ : . 44 
usea ar neem Left side _.._.___ _17 
Vomiting ——__ 8 Ee eet eee ee 13 
Anorexia __ ——— 5 No record as to side - TTS ET 
Abdominal pain —.__ 4 Friction rub __ ee 
No record __ th. 1 No record of physical ‘examination 3 
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monia has been developed, it becomes our 
duty as physicians not to minimize the 
common cold and to consider all acute re- 
spiratory infections as potential pneumon- 
ias. 

The diagnosis of lobar pneumonia with 
a typical explosive onset, most often seen 
with Type I and II is usually not difficult. 
However, an early diagnosis in an atypical 
case with inconspicuous onset, variable 
presenting symptoms, and physical signs 
may be rather difficult. It is with this 
group that diagnosis is often deferred, re- 
sulting in an unfavorable condition and a 
doubtful outcome of the disease. Since 
early and adequate specific treatment is 
the important factor in a given case of 
pneumococcus pneumonia regardless of its 
seeming mildness, it is necessary that we 
employ all available facilities to make an 
early diagnosis. Aside from the clinical 
findings these consist of laboratory aids 
such as sputum typing, blood culture, leu- 
cocyte, and differential count, and roent- 
genograms of the chest. 


The symptoms of chill or chilliness, fever, 
cough, pain in the chest, accelerated respir- 
ation, with expectoration of blood tinged 
sputum, without clinical evidence of con- 
solidation are sufficient to make a tenta- 
tive diagnosis of pneumococcus pneumonia. 


In cases with an atypical onset, accelera- 
tion of the respiration with a change in the 
respiration to pulse rate ratio may fur- 
nish valuable information of an underlying 
pneumonic process. A change in the nor- 
mal pulse to respiratory rate ratio of 4 to 1 
to a rate of 3 or 2 to 1 is one of the most 
common findings early in the course of a 
pneumonia. Other early physical signs 
such as slight cyanosis, intensification of 
the whispered voice sounds, suppressed 
breath sounds, limited respiratory excur- 
sion, and occasional crepitant rales over a 
localized area may be present and are of 
considerable diagnostic importance. Evi- 
dence of consolidation, which may not be 
elicited until the third or fifth day, par- 
ticularly in centrally located lesions, is not 
necessary for the diagnosis of lobar pneu- 
monia. Much valuable time may be lost 
in waiting until consolidation is manifest- 
ed. In this connection it has been our rou- 
tine to have roentgenograms made on every 
patient who enters the hospital with sug- 
gestive acute respiratory symptoms. X- 
ray evidence of consolidation is often su- 
perior to physical findings in detecting 
early lesions. These lesions may be visual- 
ized within the first 24 hours. 


Typing of the sputum should be done as 
early as possible in order to determine the 














TABLE No. IV 
Laboratory Findings 
WHITE BLOOD COUNT PER CENT NEUTROPHILS 
: : % 0 
We Gee ea _ 30 apn 
71-80 . 9 
a ae ee eee Pe eee 14 
31-40 - _ 5 81-90 38 
41-50 __ 1 91-100 30 
Unknown 3 Unknown 3 
SPUTUM EXAMINATION 
Sputum examined \iiabantideias ae Group B . 4 
Sputum not examined _ deiepeeciiegiied Ja Group C 2 
Sputum negative — inane: a Group D 6 
.. » #ialahon jill inenttinatihdliacinteiies Group E . 3 
EE TT cinmemesanidinantnit ciahkieattiemmninanndas i aera 2 
Other pneumonia Morphology 6 





Pleuritis ____ 











ROENTGENOLOGICAL EXAMINATION 
Bronchial Pneumonia — Lid SD 


Influenzal Pneumonia _ 
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etiological organism. Rapid pneumococ- 
cus typing by the Neufeld reaction as advo- 
cated by Sabin is a simple and very ac- 
curate procedure. It depends on the fact 
that a swelling of the pneumococcus cap- 
sule occurs when the pneumococcus is 
mixed with a homologous type of rabbit 
antiserum. It is definitely type specific. 


Since the pneumococci of the higher 
types are frequently found in normal 
mouths, the question, as to their etiological 
relationship to the existing pneumonia 
might be raised. In a small percentage of 
cases there may be no relationship. Bull- 
owa, however, has shown in a large series 
of cases that in a pneumonia patient the 
type of organism found in the patient’s 
sputum corresponded in 93 per cent of the 
instances to the type found in the lungs. 


It has been our custom to have the spu- 
tum retyped when members of the higher 
types are reported in the initial sputum 
examinations. 

That physicians have become “type con- 
scious” is evident from the fact that in 1935 
less than 50 per cent of the sputums were 
examined or typed; that from May 1, 1936, 
to May 1, 1937, 76 per cent were typed. 
From May 1, 1937, to May 1, 1938, 76.5 per 
cent were examined or typed. These fig- 
ures were taken from the records of pneu- 
monia patients in St. John’s Hospital. 


Leucocytosis with an increase in the per- 
centage of the neutrophils is almost always 
a constant finding in lobar pneumonia. 
Counts up to 40,000 per cubic millimeter 
with the neutrophils composing from 80 to 
90 per cent of the total number of cells is 
not infrequent. Counts below 10,000 indi- 
cate a poor prognosis. I wish to again 
stress the value of routine blood culture. 
Despite the significance of bacteremia as 
the factor in recovery, and as a guide to 
adequate serum dosage, it is regrettable 
that so few requests for blood culture have 
been made. The incidence of bacteremia 
apparently increased with age and also in- 
creases the mortality rate from three to 
five-fold. Even with serum treatment the 
mortality rate is high. In a series of bac- 
teremic cases of the Massachusetts Study 
the mortality rate in Type I, treated with 
serum within the first four days, was 28.6 
per cent as compared to a mortality rate 
of 8.2 per cent in the non-bacteremic cases. 
In Type II the mortality rate in the bac- 


teremic cases treated with serum was 46.8 
per cent as compared to a mortality rate 
of 15 per cent in the non-bacteremic cases. 
Bacteremia occurs in about one-fourth of 
Type I cases and in about one-third of 
Type II. Cases with positive blood cul- 
tures demand maximum serum dosage. 


The vast amount of evidence which has 
been accumulated relative to the efficacy 
of specific serum leaves no doubt as to its 
therapeutic value in pneumococcus pneu- 
monia. The results of serum treatment in 
a large series of cases gathered from the 
literature show that the mortality rate in 
Type I has been reduced from about 25 
per cent in the non-serum treated cases to 
less than 10 per cent. In Type II the mor- 
tality rate has been decreased from about 
43 per cent in the non-serum treated cases 
to about 22.5 per cent in the serum treated 
cases. Available data, as to the efficacy of 
rabbit antiserum in Type III pneumonias, 
which have a mortality rate of about 50 
per cent is insufficient to draw any defi- 
nite conclusion. The results obtained in 
Types V, VII, VIII, XIV treated with serum 
parallels the results obtained in serum 
treated Type I cases. 

As shown by various investigators the 
importance of early serum treatment can- 
not be over emphasized. The results ob- 
tained depend upon a definite time rela- 
tionship to the onset of the disease. Ac- 
cording to Cole in a series of 462 patients 
with Type I pneumonia treated with serum 
within the first three days the mortality 
rate was 4.8 per cent, on the fourth day it 
was 8.2 per cent, on the fifth day it was 
8.6 per cent, and after the fifth day it was 
19.5 per cent. Bullowa reported a mortali- 
ty rate of 8.8 per cent in a series of cases 
treated with serum before the fifth day. 
Cecil reported a mortality rate of five per 
cent in the cases which were treated with 
serum on the first day. Horsfall and his 
co-workers have recently treated a num- 
ber of pneumococcus pneumonia with rab- 
bit antisera. The results have been re- 
markable in that their mortality rate was 
but 3.7 per cent. The advantages of rabbit 
serum over horse serum are that the small 
molecule to which the antibody is at- 
tached is much less likely to produce dan- 
gerous reactions; that in the rabbit the 
antibody is more easily and rapidly de- 
veloped to a much higher titer; that the 
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cost is considerable less due to the fact 
that concentration of the serum is not re- 
quired. 

Before serum is administered it is ne- 
cessary to test the patient for sensitivity. 
It is obvious that patients who are sensi- 
tive to horse serum or who develop asthma 
or vasomotor rhinitis when exposed to 
horse emanations should not receive horse 
serum even by testing. In the cases of 
using horse serum the conjunctival and 
intradermal tests with diluted normal 
horse serum are performed. 

Since practically all persons show a posi- 
tive skin reaction to rabbit serum, Hors- 
fall adopted the method of blood pressure 
and heart rate variations to determine sen- 
sitivity. If, within a period of five min- 
utes after an intravenous injection of .01 
c.c. to .05 c.c. of normal rabbit serum di- 
luted with 5 c.c. of physiological salt solu- 
tion, there is a fall in the blood pressure 
of 15 millimeters or more and there is an 
increase in the cardiac rate of 15 or more, 
it denotes that the patient is sensitive. 


Serum should always be given slowly 
intravenously and in divided doses. The 
initial dosage of serum according to the 
Massachusetts program is from 60,000 to 
100,000 units. This initial dosage is doubled, 
if: (1) Treatment is begun after the third 
day of the disease. (2) The patient is 
over 40 years of age. (3) The patient is 
pregnant or in the first week of the puer- 
perium. (4) There is involvement of more 
than one lobe. (5) Bacteremia is present. 
Additional doses of 40,000 to 60,000 units at 
intervals of three or four hours are recom- 
mended, if, in any case: (1) The tempera- 


ture does not fall below 102 degrees by 
rectum within 18 hours after beginning 
serum treatment. (2) If the temperature 
rises again after having fallen below 102 
degrees Fahrenheit by rectum. (3) Bac- 
teremia is demonstrated by blood culture 
regardless of the clinical course. (4) There 
is evidence of a spreading lesion. 
CONCLUSIONS 

1. The importance of pneumonia with 
particular reference to the pneumococcic 
group as an economic and public health 
problem is emphasized. 

2. An analytical study of 81 cases of 
pneumococcic pneumonia from May, 1936, 
to the present date, showing age, sex, sea- 
sonal incidences, symptoms, physical signs, 
laboratory findings, and mortality rate is 
presented. 

3. The necessity of early diagnosis from 
the standpoint of symptoms and laboratory 
aids such as sputum typing, blood culture, 
blood counts, roentgenograms of the chest; 
and the importance of an etiological rather 
than an anatomical diagnosis are stressed. 


4. The results of specific serum treat- 
ment in the various types of pneumococcic 
pneumonia in a large series of cases gath- 
ered from the literature are given. Initial 
serum dosage and the outline of serum 
treatment are set forth as advocated by 
the Massachusetts Pneumonia Study. 
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Functional Hearing Test 


C. A. Pavy, M.D. 
TULSA, OKLAHOMA 


Of all the special senses, I am sure we 
will agree that sight is the most impor- 
tant, hearing second. Partial loss of the 
sense of hearing in the child, especially of 
school age, is unfortunate. Practically all 
education is acquired either by seeing or 


by hearing. The child who is unable to 
hear all that is said to him is frequently 
looked upon by the teacher, pupils, and 
even the parents as being mentally defi- 
cient. The adult with partial or complete 
loss of the sense of hearing is put to great 
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disadvantage in his business and social ac- 
tivities, much more so than in years past. 
The age we are now living in is highly 
competitive, requiring all our facilities to 
meet this competition. 

We as Otologists haven’t much to boast 
about, for there are entirely too many 
people, both children and adults, deficient 
in their ability to hear. This fact places a 
great responsibility upon us. What can 
be done about it? If there is any branch 
of medicine that should be preventive 
rather than curative, it is Otology. We all 
know too well that permanent loss of hear- 
ing is much more common than a loss 
which can be relieved. We, like the Oc- 
culists who prescribe glasses, may prescribe 
hearing aids; but the Occulist’s patient will 
wear glasses with ease and comfort, while 
our patient will object seriously to wear- 
ing a hearing instrument, and, in many 
cases, rightly so. Not until we know just 
the instrument to prescribe and can write 
a prescription for it to be filled by a recog- 
nized institution, will we have gone far 
in this direction. At present, these instru- 
ments are sold mainly on a commercial 
basis. 

If we are to accomplish much, it seems 
that it must be through education. When 
I say education, I do not mean education 
for the public alone, but for the medical 
profession as well. 

Before the depression, the public was 
becoming more and more educated to the 
necessity of periodic examinations. Many 
of them came in regularly, either annually 
or semi-annually, for these examinations. 
But what about the ears? Were they ex- 
amined by a competent man? The exam- 
iner was often an internist, a pediatrician, 
or a general practitioner whose equipment 
usually consisted of an otoscope and a 
watch. He would make a superficial ex- 
amination, not sufficient to detect begin- 
ning deafness which might be corrected 
with little effort. But it was not detected, 
and the condition gradually grew worse 
until the subject was advised by his family 
or business associates that he was becom- 
ing deaf. Then he consulted the otologist 
with an advanced case of deafness, when 
there was little that could be done. 


In recent years the public has paid less 
attention to these periodic examinations, 
and must be re-educated as to their value. 


They must also be taught that these check- 
ups are not only a saving of physical fa- 
cilities, but a saving of mone y—not a 
scheme advanced by the medical profes- 
sion for financial gain. We are not free 
from blame, for frequently we do not find 
this beginning deafness, the reason often 
being the fact that we do not follow a 
definite routine of examination. This is 
the one point which I wish to stress in this 
paper, “Functional Hearing Test.” 


I shall of necessity discuss tests used 
which you all know, but, if I may insist 
upon your adoption of a step-by-step 
method of examination, I shall feel that my 
time has been well spent. Before begin- 
ning an examination, one should have a 
complete history—that of the family, past 
history and present condition of the pa- 
tient, with the beginning and progress of 
the complaint. One should also have a 
general physical examination. An otolo- 
gist can no more practice within himself 
than a part of a machine can operate with- 
out its companion parts. We must have 
the cooperation of the medical men in 
order to learn much which we cannot know 
without their help. 

The examination of the ear should be 
made in a noiseless room. This is almost 
impossible in the city where traffic is 
heavy. Most of us do not have a sound- 
proof room, but must compromise by using 
the quietest room we have for hearing 
examinations. 

The equipment used in these examina- 
tions may include all the instruments 
known. It makes very little difference. 
One may make a very accurate estimation 
of hearing with his voice and two or three 
tuning forks, while another may have all 
the instruments at his command and make 
a very poor estimation. Thorough know- 
ledge of the test used and its interpreta- 
tion is necessary. What is normal hear- 
ing? Unfortunately we have no standard. 
The pulse, blood pressure, metabolic rate, 
etc., have no different standards, but are 
considered normal when found within cer- 
tain limits. So we may take our own ear, 
if it is good, and be almost as definite as 
we could be with standards. 

The object of the hearing tests is to find 
whether the ear is normal. If not, how 
much loss of hearing there is; and which 
parts are causing the loss must be de- 
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termined. Deafness is divided into two 
types, depending upon the part responsible 
for such loss; namely, conductive and per- 
ceptive. Conductive deafness is caused by 
some interference with the parts which 
conduct the waves of vibration to the inner 
ear. These parts are the external canal, 
tympanic membrane, ossicles, middle ear, 
and eustachian tube. Perceptive deafness 
is caused by some disease or condition in- 
terfering with the receiving of vibrations 
to the cochlea, organ of Corti, the eighth 
nerve, or the center within the brain. 


The instruments used in testing the 
hearing function are the watch, the voice 
(both conversational and whispering), sev- 
eral tuning forks and the audiometer. I 
am not including a few of the instruments 
commonly used. One of the oldest tests is 
the watch test. It has been used since the 
beginning of the 16th century. In years 
gone by the watch had a more uniform tick 
than the modern watch, which has a wide 
variation in pitch and volume. For use as 
an office record this is still a very good 
test, but, in comparison with other exam- 
inations, it is of little value. In making 
the test, one must know his watch; that 
is, how many inches it can be heard from 
the ear. Each ear should be tested sep- 
arately, holding the watch farther away 
from the ear than it can normally be heard 
and approaching the ear until the patient 
indicates that he hears the first tick. Al- 
though this is a very good test, the watch 
with its one high frequency is of little im- 
portance if used alone. 


The voice tests are very important, for 
in most cases, a conversational range is the 
thing we are most interested in. One 
should have a space of 30 feet between pa- 
tient and examiner. Few of our offices 
have this much space, so the test is done 
at 15 feet with the proximal ear closed 
tightly, not by the patient, but by the 
doctor’s assistant to make sure that the 
ear is really closed. One may use names 
of cities, objects, etc., but in my own work 
I use the simple numerals between one and 
ten. Many use double numerals, but it 
seems to me that the single numerals are 
more e-a-s-i-l-y handled at a definite fre- 
quency. These numerals should be spoken 
in an ordinary conversational tone. Much 
piactice is required to become proficient. 
If the patient hears these numerals and can 


repeat them after the examiner, we say 
that his hearing is normal; but, if he should 
not hear the numerals, he should be ap- 
proached slowly until he is able to repeat 
them. The number of feet multiplied by 
two should be your numerator, 30 the de- 
nominator. The whispered voice test is 
done in the same way except six feet 
is the distance used from the patient to the 
examiner. The examiner stands back of 
or by the side of the patient, again using 
numerals. If the patient repeats these 
numerals, we should consider his hearing 
normal. For the whispering voice, if you 
do not approach the patient as before, note 
the number of feet from which he can de- 
tect your whispering voice. The result 
will be a repetition of the spoken voice 
test except that the denominator will be 
six. 

Now we have done three tests: the watch 
with a high frequency, the conversational 
voice, and the whispered voice with a 
medium frequency. We now have a fair 
idea of the patient’s ability to hear, but 
we have not found whether we are deal- 
ing with a conductive or a perceptive 
deafness. The following tests are made 
for this purpose. 

The selection of tuning forks is very 
important. First, the size should be neither 
too large nor too small. If too large, they 
are awkward to use; and, if too small, they 
are also inconvenient. I should say that 
the size should be from eight to ten inches 
at most. Medium forks should be weight- 
ed in order that we may produce a true 
tone. The number depends upon your 
other equipment. If you are going to use 
the forks in conjunction with an audio- 
meter, one or two forks are sufficient; but, 
if you are going to depend upon forks 
alone, you should have at least five (a 64, 
256, 512, 1048, and a 2096). These forks 
will take in all the range that is ordinarily 
used. In exciting the forks, all kinds of 
methods have been suggested. It makes 
little difference which method you use as 
long as you use the same method every 
time and become fairly accurate in doing 
so. One will never get an accurate test 
if one strikes the fork against anything 
which is most handy. If you use a plexi- 
meter all well and good; but use it every 
time in exactly the same way. I let the 
tine of the fork fall from a perpendicular 
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to a horizontal position, striking my wrist. 
I use this method every time. My 64 fork 
has a 22 vibrating tirme, my 128 fork has 
a 28 vibrating time, and so on, each fork 
having a definite vibrating time. By using 
these five forks and knowing their vibrat- 
ing time, one may make a log similar to 
the one used with the audiometer and make 
a very accurate test even to percentages. 


The fork tests as used by most men are 
three in number; namely, the Schwabach, 
the Weber, and the Rinne. These tests 
are not used to determine ability to hear, 
but to locate the part or parts involved if 
there is deafness present. Even with these 
tests, one can determine the groups of 
parts responsible; that is, they indicate 
whether we are dealing with a conductive 
deafness or a perceptive deafness. We 
cannot tell by giving tests whether the 
trouble is due to a tympanic membrane, 
eustachian tube, or any other particular 
part. The same is true of conductive deaf- 
ness. 

The Schwabach test is used in many 
ways, but I think one of the most common 
methods of testing is the use of a 128 or 
256 fork set in vibration. The handle is 
placed to the forehead vortex or over the 
mastoid, the patient indicating when he 
or she no longer hears the tone. Then the 
fork is placed on the examiner’s head, the 
same location being used. If the patient 
hears the vibration longer than the exam- 
iner, we say that the patient has a pro- 
longed bone conduction, and, if a shorter 
time, that he has a bone conduction of 
short duration. The former indicates a 
conductive deafness; the latter shows a 
perceptive deafness. 


The Weber test is a lateralization test. 
One must be very careful in interpreting 
this procedure as most patients think the 
vibrations should be heard more loudly in 
the good ear. The test is performed by 
setting a 256 fork into vibration and placing 
it on the forehead, the patient indicating 
the ear by which the vibrations are heard 
most distinctly. If the vibrations are 
heard louder in the good ear, perceptive 
deafness of the opposite ear is shown; but, 
if heard louder in the bad ear, conductive 
deafness is probably present. This is not 
universally true. If the patient says that 
the vibrations are louder in the bad ear, 
there must be some obstruction in the mid- 


dle ear, the tympanic membrane, or the 
external canal to deflect the vibrations to- 
ward the inner ear. Therefore, in inter- 
preting the findings, one must keep this 
fact in mind. 

The Rinne test is a comparison of bone 
conduction and air conduction. Air con- 
duction is about twice as long as bone con- 
duction. The same fork or forks are used 
as are used in the other tests. The handle 
of the fork is placed over the mastoid pro- 
cess, and the patient tells the examiner 
when he can no longer hear the vibrations. 
The tines are then brought before the ear, 
and the patient makes known the point at 
which the vibrations are no longer heard. 
As I have said before, the ratio should be 
two to one. If there is a long bone con- 
duction, conductive deafness is shown. 
Should there be a short bone conduction 
as compared to air conduction, perceptive 
deafness is present. When one has done 
these tests and has properly interpreted 
them, a fairly accurate diagnosis may be 
made as to the type of deafness one is deal- 
ing with. 

Some years ago, an instrument was per- 
fected to measure rather accurately the 
ability to hear. This instrument, called 
the audiometer, has a frequency starting 
as low as 32 and reaching a height of 20,000 
vibrations per second. In former years, 
the audiometer, because of its price, was 
almost prohibitive for the average otolo- 
gist. In the last few years, the price has 
been reduced until it is within the range 
of every man doing ear work. This instru- 
ment is not a diagnostic instrument, but 
is used to determine the amount of hear- 
ing. It is especially useful in determining 
whether progress is being made, and, if 
so, how much. In compensation work 
where a patient may claim loss of hearing 
as a result of accident, it is possible to 
measure accurately the actual loss and to 
have the findings compare favorably with 
those of other men using like instruments. 


After compiling the results of all these 
tests, and having a complete history and 
physical examination, one may arrive at 
a very accurate diagnosis. However, let 
me again insist upon the importance of 
using a systematic routine of making ex- 
aminations, 
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EDITORIAL 
ANNUAL MEETING 











Arrangements are practically complete 
for the Annual Meeting, to be held at the 
Skirvin Hotel, Oklahoma City, May 1, 2, 3. 
The various local Chairmen have been ap- 
pointed by Dr. L. J. Starry, and are proper- 
ly functioning. Three of our Guest Speak- 
ers have already accepted an invitation to 
be present and are Doctors Wayne Bab- 
cock of Philadelphia; J. F. Hamilton, 
Campbell’s Clinic, Memphis; and Edw. N. 
Smith, Oklahoma City, Instructor in Post 
Graduate work in Obstetrics. We also ex- 
pect there will be a representative from 
the American Medical Association head- 
quarters; however, as yet we do not know 
who this will be. 

With the new assembly rooms that have 


been completed at the Skirvin Hotel we 
will have ample and commodious space for 
all Sections; the spaces for technical ex- 
hibits has practically all been taken. 

The Oklahoma City physicians and sur- 
geons are arranging for Clinics on Monday, 
May 1, at the various hospitals. The pro- 
gram of these Clinics will be published in 
the next issue of the Journal along with 
the entire program of the Annual Meeting. 

We are looking forward to the usual good 
presentations in the Section meetings and 
all in all the prospects bid fair to be one 
of the best meetings in the history of the 
Association. 





MEMBERSHIP DUES 


The Roster of members of the State As- 
sociation must be completed before the 
Annual Meeting, to be held May 1, 2, 3, as 
a membership card is necessary for reg- 
istration. 

It is also important that the dues be paid 
promptly in order that certification of 
membership may be made to the American 
Medical Association as membership in the 
A.M.A. will not be accepted until such cer- 
tification. As the National meeting is to 
be held May 15th it is important that the 
dues be paid so that those desiring may ob- 
tain their Fellowship card before the meet- 
ing. 

We wish to call attention to the fact that 
the payment of dues has been very slow 
this year and if the program, as outlined 
by the House of Delegates at their last 
meeting, is to be carried out it will be 
necessary that the funds be supplied and 
they are only supplied by the payment of 
dues. 

Your prompt attention to this matter of 
paying dues is very important. 





= 


REVISION OF CONSTITUTION AND 
BY-LAWS 


The House of Delegates at the Annual 
Meeting in 1937 appointed a Committee 
for the revision of the Constitution and By- 
Laws, composed of Drs. L. H. Ritzhaupt, 
Guthrie, C. P. Bondurant, Medical Arts 
Bldg., Oklahoma City, and E. Albert Aisen- 
stadt, Picher Hospital, Picher, Oklahoma. 
This Committee is now busy making this 
revision and they ask that members who 
have suggestions to offer communicate 
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with them immediately as they are desir- 
ous of receiving from all members inter- 
ested, information, guidance, and recom- 
mendations so that the revised Constitu- 
tion, when submitted for final passage, will 
represent the ultimate desire of a cross 
section of the largest majority of our mem- 
bership, and will thereby assure passage 
without unnecessary controversy at the 
next annual meeting. 

You may address any suggestions to any 
one of the above named Committee. 

THE ANNUAL EARLY DIAGNOSTIC 

CAMPAIGN 








Ordinarily, finding disease early is up 
to the physicians. But in tuberculosis 
there is a difference, for the patient has it 
in an active, transmissable stage, months 
to years before he has any symptoms that 
suggest going to his doctor. Queries and 
Minor Notes of the Journal of the Ameri- 
can Medical Association say that in the 
average case diagnosis may be made two 
and one-half years before the patient feels 
any symptoms whatever. For this reason 
the efforts of physicians must largely be 
linked with that of other citizens in mak- 
ing people tuberculosis conscious, so they 
will do their part to find out their own 
condition as a routine, or at least be alert 
when the possibility of tuberculosis occurs. 


The National Tuberculosis Association 
has published and is distributing the April 
issue of “Tuberculosis Abstracts,” prelimi- 
nary to the annual nationwide Early Diag- 
nosis Campaign conducted in April each 
year. The slogan this year is in the nature 
of an appeal to all the citizenship, “Help 
Find Ear!y Tuberculosis.” 


A second catch phrase of this campaign 
is: “Eight out of Ten Who Come to the 
Sanatorium are ADVANCED Cases.” The 
thoughtless might blame this situation on 
the medical profession. But the fact that 
most cases are advanced before they go to 
their doctors takes most of the blame away, 
if there be any. However, the medical 
profession should not be content to do 
nothing about it. Certainly an alibi is not 
what physicians usually seek. It is a part 
of the creed to meet public responsibilities. 
In doing so with tuberculosis a great ser- 
vice is rendered in solution of a problem 
of society. Of course we may be disposed 


to ease up on public service since the med- 
ical profession has been kicked around a 
good deal of late. But the best answer to 
that is obvious service, and nothing can 
be more impressive than a definite reduc- 
tion in tuberculosis. 

We suggest that you read this “Tubercu- 
losis Abstract.” County medical societies 
should join in observance of the Early 
Diagnosis Campaign by having a paper or 
discussion on tuberculosis. The Oklahoma 
Tuberculosis and Health Association, 22 
N.W. 6th St., Oklahoma City, will furnish 
material helpful in preparation of papers. 
The new Diagnostic Standards is avail- 
able on request of any physician in the 
state. The National Tuberculosis Asso- 
ciation has an excellent sound moving pic- 
ture for physicians called “Diagnostic Pro- 
cedures.” The State Association can ob- 
tain this in 16 mm. for a rental of $1.00, 
plus return postage. If your medical so- 
ciety can arrange for a picture machine a 
showing of this picture, 20 minutes, will 
make a fine addition to your program. 


We urge physicians to be alert to the 
possibility of tuberculosis, both for the 
sake of their patients and to speed up the 
eradication of this disease; for it will be 
conquered as a part of the onward progress 
of medical science. 


£)- 


DEAN UNIVERSITY OF TEXAS 
SCHOOL OF MEDICINE 


Dr. John W. Spies, for the past three 
years director of the Tata Memorial Hos- 
pital in Bombay, India, and an interna- 
tionally known authority on the study and 
treatment of cancer, has been appointed 
dean of the University of Texas School of 
Medicine, located at Galveston. His ap- 
pointment was effective November 10. He 
replaces as dean Dr. W. S. Carter, retired. 
Dr. Spies will also serve as professor of 
preventive medicine and hygiene. 


A native Texan and an academic grad- 
uate of the University of Texas, Dr. Spies 
has spent the last 20 years studying, prac- 
ticing and teaching medicine in this coun- 
try and in Belgium, Germany, China and 
India. He graduated in medicine at Har- 
vard University in 1924. He received the 
degree of master of science from Yale Uni- 
versity in 1930. Dr. Spies served as interne 
at St. Luke’s hospital in New York City, 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 103 


which was followed by a residency and 
clinical fellowship at the Memorial Hos- 
pital in New York City. He has twice held 
fellowships under the auspices of the 
American-Belgian Foundation at the Uni- 
versity of Louvain. 

During the academic years of 1929-1931 
he was instructor in surgery and pathology 
at the Yale University School of Medicine 
and in the summer of 1930 he served as 
surgical assistant in the University of Ber- 
lin. From 1931 to 1935 he held the posi- 
tion of associate professor of surgery and 
head of the tumor clinic in the Peking 
Union Medical College which was estab- 
lished and is maintained in China by the 
Rockefeller Foundation. From 1935 to 1938 
he was director of the Tata Memorial Hos- 
pital which was founded in Bombay, India, 
by the Sir Dorabji Tata Foundation to pro- 
mote the study and treatment of cancer. 


Dr. Spies is a member of the American 
Board of Radiology, the American Asso- 
ciation of Pathologists and Bacteriologists, 
the American Radium Society, the Ameri- 
can Association for Cancer Research, the 
Chinese Medical Association, the Indian 
Surgical Association, the Royal College of 
Surgeons and Physicians in England, and 
Sigma Xi, honorary scientific fraternity. 
He is holder of the certificate of the Na- 
tional Board of Medical Examiners of the 
United States, which is the only organiza- 
tion in this country affiliated with simi- 
lar European Boards and which entitles 
the holder to practice in practically all of 
the States of the Union. 

Dr. Spies has had an unusually exten- 
sive experience in first-hand visits to im- 
portant educational institutions in North 
America, Europe, and the Orient. He has 
published numerous articles pertaining tc 
investigations in various fields of medi- 
cine. 

His brother, Dr. Tom D. Spies, is pro- 
fessor of medicine at the University of 
Cincinnati and has recently done very im- 
portant work in connection with pellagra. 


oO 
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For the fifth consecutive year, the psychiatric 
Topeka 





and case presentations has been attended 
by physicians from 19 states in the past four years. 
Enrollment .is limited to 30. Address inquiries to 
. Robert P. Knight, Chairman. 
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Editorial Notes—Personal and General 


DR. and MRS NED BURLESON and sons of 
Prague, are spending the winter in New Orleans, 
where Dr. Burleson is taking postgraduate work 
at Tulane University. 











DR. W. H. NEWLIN, Sallisaw, has been ap- 
pointed as County Health Superintendent of Se- 
quoyah County. 


DR. D. E. LITTLE, Eufaula, has been appointed 
County Health Superintendent of McIntosh County. 


DR. J. W. FRANCIS, Perry, has been appointed 
County Health Superintendent of Noble County. 


~~ 


News of the County Medical Societies 


PITTSBURG County Medical Society met Feb- 
ruary 17th with Doctors A. R. Sugg and E. M. 
Gullatt, of Ada, as their guest speakers. Their 
subjects were “Perinephretic Pathology” and “Em- 
pyema” respectively. 




















MUSKOGEE County Medical Society met Febru- 
ary 6, with Dr. A. Ray Wiley, Tulsa, and Dr. V. K. 
Allen, Oklahoma City, as their guests. They spoke 
on “The Relation of Endocrines to Neoplasma of 
the Breast” and “Individual Technique in Ano- 
Rectal Surgery,” respectively. 
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OBITUARIES 


DOCTOR JOHN M. WELLS 

Dr. John M. Wells (Dec. 14, 1875-Jan. 25, 1939) 
was born in Livingston, Tenn., December 14, 1875. 
He was married in 1905 to Miss Jeanette McNabb 
at Aurora, Mo. Was graduated from Vanderbilt 
University at Nashville in 1909. Doctor Wells had 
Post Graduate work from Northwestern Univer- 
sity, Chicago, Tulane University, New Orleans and 
Vanderbilt University. After graduation he moved 
to Newby community south of Bristow, Okla., where 
he engaged in private practice until 1915 when 
he moved to Bristow and had lived there ever 
since. He became associated in 1926 with the Bris- 
tow Clinic and was a member of the staff until 
March, 1936, when he resumed private practice. 
Dr. Wells was a member of the Masonic and Odd 
Fellows lodges, of the Creek County Medical Asso- 
ciation and the Presbyterian Church. He was a 
past president of the local Rotary Club. 

He is survived by the widow, two sons, one 
daughter and four grandchildren. Milton K. Wells, 
U. S. Vice Consul, Lima, Peru, Raymond P. Wells, 
Jefferson City, Mo., and Mrs. Jack Carman, Bris- 
tow, Okla. He also leaves one brother, Dr. M. H. 
Wells, Watertown, Tenn. 

Dr. Wells died of pneumonia and a heart ail- 
ment. Burial was in Oak Crest Memorial Park, 
Bristow, Okla 

















DR. CHARLES B. BARKER 

Born in Niobe, New York, February 27, 1884. 

Graduated from Loyola University Medical Col- 
lege, Chicago, Ill., 1912. Internship at Illinois 
Charitable Eye and Ear Infirmary, Chicago. 

Came to Guthrie, 1913. 

Married to Dr. Pauline Quillin, 1914, with whom 
he operated eye, ear, nose and throat clinic. 

In 1925 took as their associate Dr. Wm. C. Miller. 

Took courses in ophthalmology and otolaryn- 
gology in Vienna, 1927, and Egypt, 1932. 








104 






























Member American Medical Association, Okla- 
homa State Medical Association, Logan County 
Medical Society, Kansas City Society of Ophthal- 
mology and Otolaryngology. In 1923 passed Amer- 
ican Board of Otolaryngology. In 1930 received 
Fellowship in American College of Surgeons. 

Died February 12, 1939, at St. Anthony Hospital, 
Oklahoma City, of streptococcus septicemia. 


DOCTOR ARTHUR E. HALE 

RESOLUTION: 

At a recent meeting of the Woods-Alfalfa County 
Medical Society the following resolution was en- 
acted: 

WHEREAS, our fellow member and esteemed 
co-worker, Dr. Arthur E. Hale, has been called by 
the Great Physician, and 

WHEREAS, for many years he was a prominent 
end active member of our Society and our pro- 
fession, and 

WHEREAS, his professional achievements as a 
specialist in eye, ear, nose and throat work has 
made him recognized by the doctors of these 
counties and his state, as one of the most beloved 
members of the medical profession, 

THEREFORE Be It Resolved by the Woods- 
Alfalfa County Medical Society that we record our 
saduess, and in his untimely going we hold in 
memory his splendid skill and wonderful person- 
ality as a professional man, one who was always 
generous in his services to the poor, an active civic 
leader, a prominent Boy Scout worker and above 
all a gentleman of the first rank, and 

BE IT FURTHER RESOLVED that a copy of 
these resolutions be made a part of the minutes 
of this meeting, and a copy be sent to the mem- 
bers of the family and that a copy be published in 
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the Journal of the Oklahoma State Medical Asso- 
ciation and lecal newspapers. 


Signed: Woods-Alfalfa Medical Society, 
C. A. Traverse, 
L. T. Lancaster, Committee. 


Bw 
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RECENT DEATHS 

(Insufficient Data for Obituaries) 
Dr. Chas. B. Barker, Guthrie, January, 1939. 
Dr. J. P. Bartley, Duncan, February, 1939. 
Dr. Ross D. Long, Oklahoma City, January, 1939. 
Dr. S. M. Meredith, Vinita, January, 1939. 
Dr. J. P. Nelson, Beggs, February, 1939. 
Dr. A. G. Wainright, Tulsa, January, 1939. 
Dr. J. M. Wells, Bristow, January, 1939. 


, 
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Foundation Prize 

The American Association of Obstetricians, Gyne- 
cologists and Abdominal Surgeons announces that 
the annual Foundation Prize for this year will be 
$100.00. Those eligible include only (1) interns, 
residents, or graduate students in Obstetrics, Gyne- 
cology and Abdominal Surgery, and (2) physicians 
(M.D. degree) who are actually practicing or teach- 
ing Obstetrics, Gynecology or Abdominal Surgery. 

Competing manuscripts must (1) be presented 
in triplicate under a nom-de-plume to the Secre- 
tary of the Association before June Ist, (2) be 
limited to 5,000 words and such illustrations as are 
necessary for a clear exposition of the thesis, and 
(3) be typewritten (double-spaced) on one side of 
the sheets, with ample margins. 

The successful thesis must be presented at the 
next annual (September) meeting of the Asso- 
ciation, without expense to the Association and in 
conformity with its regulations. 

For further details, address Dr. James R. Bloss, 
Secretary, 418 11th Street, Huntington, W. Va. 














the large majority of cases. 











A. EFFECTIVE TREATMENT FOR 


TRICHOMONAS VAGINITIS 


An effective treatment by Dry Powder Insufflation to be sup- 
plemented by a home treatment (Suppositories) to provide 
continuous action between office visits. Two Insufflations, 


a week apart, with 12 suppositories satisfactorily clear up 


JOHN WYETH & BROTHER, INC. © PHILADELPHIA, PA. 


SUVER PICRATE — «a crystalline compound of silver in definite chemical 
combination with Picric Acid. Dosage Forms: Compound Silver Picrate 
Powder — Silver Picrate Vaginal Suppositories. Send for literature today. 
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SURGERY AND GYNECOLOGY 
Abstracts, Reviews and Comments from 
LeRoy Long Clinic 
714 Medical Arts Building, Oklahoma City 











Surgery for Ulcerative Colitis: Fred W. Rankin, 
M.D., Se.D., F.A.C.S.; Surgery, Gynecology and 
Obstetrics; February 15, 1939; Vol. 68, No. 2A, 
page 306. 

This disease of the large bowel is characterized 
pathologically by ulcerations, a , and scars, 
and clinically by a syndrome associated with diar- 
rhea, blood and pus in the stool, violent febrile 
reaction, prostration and weakness followed by 
periods of remission and with a proneness to mul- 
tiple complications. Many names have been given 
to this ailment. It seems probable that American 
surgeons have been discussing a different patho- 
logical entity from continental surgeons when they 
speak of “chronic ulcerative colitis.” This probably 
explains the divergent opinions on the etiology, 
pathology, and particularly the treatment of this 
not uncommon a 


The typical clinical course, along with sigmoid- 
oscopic and roentgenographic evidence, accurately 
establishes the diagnosis. 

Medical management of chronic ulcerative coli- 
tis, which consists of a dietary regime, administra- 
tion of vitamin C, elimination of focal infection, 
and the use of vaccines and serum, is effectual in 
most of the cases to a certain degree. Intracta- 
bility to medical treatment with resulting damage 
of considerable extent to the colon, from which 
follows its loss of function and under which con- 
ditions the colon becomes filled with pus and 
detritus and is a source of absorption, is the prin- 
cipal indication for surgery. 

In the author’s opinion, surgery for chronic ul- 
cerative colitis (as for duodenal ulcer) is indicated 
only for the complications which occur in about 15 
per cent of the cases. These complications, except 
for hemorrhage and perforation, occur mostly in 
the chronic, intractable stages of the disease and 
fall readily into several classifications: (1) per- 
foration, abscess formation, and hemorrhage usual- 
ly occurring during the acute stages; (2) polyposis; 
(3) cancer developing on polyposis; (4) visceral 
degenerative changes; (5) unique complications 
such as erythemia nodosum, pyodermia gangrenosa, 
liver abscess, gastro-jejunocolic fistula, etc.; (6) 
evidences of focal infection, the lead-pipe colon 
filled with pus f the source, as in arth- 
ritis; and (7) rectal complications such as stric- 
ture, fissure, peri-anal abscess, etc. 

These complications, depending upon their dis- 
tribution, the extension of the disease, and the 
acuteness or chronicity of the disease in each in- 
dividual case, are indications for surgery of va- 
rious types. The distribution is of particular im- 
portance because in 80 per cent of chronic ulcera- 
tive colitis cases as by X-ray, the in- 
volvement of the large bowel is very extensive, 
being beyond the rectosigmoid juncture. In the 
experience of the author regional or segmental ul- 
cerative colitis occurs very infrequently, the usual 


experience being that the disease has involved a 
major portion of the large bowel. 


The operative procedures usually employed are: 
(1) colostomy; (2) ileostomy; (3) segmental resec- 
tion by exteriorization; (4) subtotal colectomy fol- 
lowing ileosigmoidostomy; and (5) subtotal or total 
colectomy following ileostomy. 


Dr. Rankin’s conclusions are as follows: 


“1. Surgery in ulcerative colitis is indicated only 
for complications. These complications occur, first, 
as rectal or perirectal lesions, or second, usually 
affect the entire colon from rectosigmoid to cecum. 
The removal of part or all of the large bowel for 
chronic ulcerative colitis is definitely desirable 
when the colon has lost its function and becomes 
a focus of absorption. 

“2. Surgery in the acute, fulminating or hemor- 
rhagic forms of ulcerative colitis has few, if any, 
advantages. In this type of condition, ileostomy 
which completely by-passes the fecal current may 
be done under local anesthesia and occasionally 
appears to accomplish something. 

“3. Operations for colectomy, total or subtotal, 
should be carried out in multiple stages. Multiple 
stage operations increase the margin of safety 
enormously and sufficient time after performance 
of ileostomy should be allowed to elapse before re- 
section is undertaken, to replace fluid loss, balance 
the blood chemistry, and increase body weight and 
strength. 

“4. Mortality statistics, following colectomy, par- 
allel statistics for surgery of other major lesions 
of the colon. 

“5. The treatment of chronic ulcerative colitis is 
predominantly medical and no operation should be 
attempted until all other efforts have proved futile. 
But when surgery is undertaken, it should be only 
after adequate and prolonged preoperative prepara- 
tion and rehabilitation.” 

LeRoy D. Long. 


Urologic Complications Following Complete and 
Supravaginal Hysterectomy: A. J. Murphy; 
American Journal of Obstetrics and Gynecology; 
February, 1939, Vol. 37, No. 2, page 201. 


This is a study of the urologic complications fol- 
lowing complete and supravaginal hysterectomy at 
the‘Woman’s Hospital in Ne.s York City during the 
past eight years. It was undertaken largely be- 
cause of the increasing number of advocates of 
routine complete hysterectomy and because of the 
fact that during the last eight years there had 
been 438 complete hysterectomies, whereas in a 
period of the same duration from 1922 to 1929 there 
were only 223 such operations in the Woman's 
Hospital. 


During the last eight years at the Woman's Hos- 
pital there were performed 1,229 supravaginal op- 
erations while during the same time 438 complete 
hysterectomies were done. Forty-seven of the 
supravaginal operations were complicated by an 
acute postoperative pyelonephritis and 47 of the 
complete hysterectomies had a similar complication 
or three times as many as in the supravaginal 
series. 


In the supravaginal group of 1,229 operations, 











106 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


there were only three ureteral traumatic complica- 
ions and the bladder was accidentally opened while 
separating it from the anterior surface of the 
uterus in two patients. In all of these the injury 
was recognized and repaired with no additional 
trouble. 

In the series of complete or total hysterectomies, 
numbering 438, the bladder was accidentally opened 
twice and there were ten serious urological com- 
plications. Of these, four patients had left ure- 
terovaginal fistula resulting in one death, one 
nephrectomy, destruction of function of one kid- 
ney by radiotherapy and one patient unable to be 
traced but probably requiring nephrectomy in order 
to be cured 

The right ureter was divided in three patients. 
In these three, repair was made at once and they 
had an uneventful postoperative recovery. 

There were three vesicovaginal fistulas. The 
three were operated upon within four months and 
cured of their fistulas. 

Three patients were readmitted to the hospital 
with an acute pyelonephritis. 


It was, therefore, shown in this study that acute 
postoperative pyelonephritis was three times more 
frequent following complete hysterectomy. How- 
ever, it was noted in their cases that such infec- 
tions were not as serious after complete hysterec- 
tomy as those which developed after the supra- 
vaginal operation. 

“In this series of cases ureteral and bladder in- 
jury was ten times more frequent following com- 
plete hysterectomy.” “The seriousness of un- 
recognized ureteral injury with late renal compli- 
cations cannot be minimized.” 


The author concludes that routine complete 
hysterectomy is not advisable because of the greater 
frequency of urinary infection and ureteral and 
bladder injury. 

Comment: This study is an important one prin- 
cipally from the standpoint of demonstrating the 
fact that serious urinary tract infections and in- 
juries occur more frequently with total or com- 
plete hysterectomies than with the supravaginal 
operation. 

Despite the arguments of the advocates for rou- 
tine total or complete hysterectomy, it is the gen- 
eral feeling among gynecologists that suprevaginal 
hysterectomies will meet the requirement for op- 
erative procedure in the greatest number of pa- 
tients needing hysterectomy. The choice of the 
complete or total hysterectomy over the supra- 
vaginal procedure rests entirely in the condition 
of the cervix, the general health of the patient as 
an operative risk, and the experience of the indi- 
vidual operator in the two procedures. In other 
words, the election of complete hyserectomy in 
preference to the supravaginal procedure is an in- 
dividual matter with each patient and each sur- 
geon. 

Upon the basis of this report and the experience 
of most pelvic surgeons there can be little doubt 
that the urinary complications are more frequent 
and serious after complete hysterectomy. This does 
not mean that complete hysterectomies should not 
be elected in spite of this additional risk when the 
cervix is in such condition that the risk of subse- 
quent malignancy is = far greater than 
the operative risk incurred 

Wendell Long. 


February, 1939, Vol. 37, No. 2, page 294. 

These authors discovered that fresh smears taken 
from the glandular secretions of Bartholin’s and 
Skene’s glands in patients who had recurrent at- 


tacks of trichomonas vaginalis vaginitis were posi- 
tive for vaginal trichomoniasis 

“The clinical picture is typical and in most cases 
resembles gonorrheal bartholinitis or skeneitis. How- 
ever, some of the cases show only a slight swelling 
of the labia and are not quite as inflamed or ede- 
matous as are the gonorrheal cases.” 

Their recurrent cases demonstrating trichomona 
infestation of Bartholin’s and Skene’s glands were 
treated by injecting the glands with one cc. of 
one per cent aqueous solution of silver picrate. 
They found that two injections cleared the infes- 
tation in seven patients and that one patient re- 
quired four injections while another required the 
maximum of five injections. The injection of the 
glands was followed by the silver picrate treat- 
ment for vaginal trichomoniasis. 

In two patients the Bartholin glands were excised. 

Each patient was observed for a period of four 
months after the last treatment and at the end 
of that time all were found to be negative. 

The discussion and conclusions of the authors 
are quoted below because of their importance in 
the proper recognition and treatment of the re- 
sistant recurring instances of trichomonas vagin- 
alis vaginitis. 

“One of the outstanding obstacles in treating 
trichomonas infestations in the vaginal tract is 
reinfestation, for which several explanations have 
been suggested such as: 

“1. Reinfestation from the male. 


“2. Recurrence due to the organisms in the cer- 

vical plug of mucus. 
“3. Infestation of the glands of Bartholin and 
Skene. 

“4. Contaminated plumbing fixtures on which 
organisms will remain viable for as long as 
24 hours if kept moist. 

“5. Reinfestation from the bladder or urethra. 

“Silver picrate has been used in the treatment 
of trichomonas vaginalis and has been shown to 
be highly germicidal to this organism in vitro. 
Thus its use in trichomonas bartholinitis and skene- 
itis is an extension of these former investigations.” 

Conclusions: 

“Trichomonas vaginalis has been demonstrated 
in Bartholin and Skene’s glands, and is a specific 
factor in producing bartholinitis and skeneitis. 

“2. The presence of trichomonas vaginalis in 
these glands demonstrates that they act as foci of 
infestation. These glands, therefore, are one source 
of constant reinfestation in recurrent cases of 
trichomonas vaginalis vaginitis. 

“3. Injection of the glands with one per cent 
solution of silver picrate has been found to be a 
satisfactory treatment for this infestation.” 

Comment: I have seen several patients who had 
an infestation of Skene’s and Bartholin’s glands 
which apparently caused reinfestation of the vagina 
with recurrence of the symptoms. These patients 
responded well when the infested areas were pro- 
perly treated. This article also bears upon the 
very practical subject of both non-specific Bartho- 
linitis and Skeneitis as well as a cause for re- 
infestation in some of the persistent recurring in- 
stances of vaginalis vaginitis 

It has been our practice for a number of years 
to use the pentavalent arsenicals rather than silver 
picrate in the treatment of this disease. 


This method has been satisfactory and silver 
picrate has, therefore, not been employed exten- 


sively by us. Wendell Long. 
Selective Surgery in Bo gy ~ Ay - Cancer: 
George E. Binkley; American Journal of 


Surgery; January, been 7 page 51. 
There is no one operative procedure that is suit- 
able for routine employment in all cases. Two fac- 
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tors, one the variation in the extent of disease at 
the time patients are referred for treatment, and 
two the variation in the ability of patients to 
make selective sur- 
gery preferable to the routine use of any one 


greatest value and appear worthy of consideration 


If it were possible to obtain patients for opera- 
tion in the early incipient stages, treatment would 
be greatly simplified and excellent results obtained 
by the majority of the above methods of procedure. 
Unfortunately, many operable lesions are well es- 
tablished and extensive at the time patients come 
under observation. The extent of the disease has 

a marked bearing upon the . The ability 
of patients to withstand operation must be very 
Combined abdomino 


carefully considered. 

resection is accompanied by greater degree of shock 
and more severe complications than perineal re- 
section. In the treatment of cancer of the rectum, 
it is advisable to employ the most radical dissection 
that the patient appears able to withstand, since 
one is never positive of the extent of the disease. 


old age. Many of these patients are also victims 
of heart, lung, kidney, metabolic, or other chronic 


diseases, factors which greatly the hazards 
of successful resection. Tt is impossible to treat 


ing to kee 
the patient and at the same time to afford him 


the benefit of the most radical resection that he is 


lessened prepara 
by liberal employment of blood transfusions, better 
surgery and more detailed after treatment. 
Abdomino-perineal resection is considered the 
ideal surgical method of approach in eradicating 
rectal and rec dal cancers. Unfortunately, 
it must be reserved for good surgical risks. Making 
this procedure a two-stage affair allows one to 
accept for operation patients who are not in quite 
as out shape. Nevertheless, even for a two-stage 


of abdomino-perineal 
condition of the patient must necessarily be fairly 
good. It is this fact (which the author does not 
mention) which has caused me to become less en- 
resec 


thusiastic about perineal tions. Also 
it has been repea ted (particularly 
by Mummery) that a large amount of 
gland-bearing tissue can be perineal 
e 4 Mummery’s perineal 
resection compare favorably with cases of abdom- 
ino- by Miles and others. The 
operative mortality in any surgeon’s hands is at 
least 50 per cent less with excision than 
with combined excision. (Dr 
Binkley gives an operative immediate mortality 
of 125 per cent for perineal whereas he 


abdomino- 
has a mortality of five per cent for perineal ex- 
cision.) 


However, it must be admitted that from the 
standpoint of obtaining 


clinical cure that perineal 


resections are best suited for cancer within the 
lower half of the rectum in which the disease is 
well localized. 

Selective surgery in operable rectal cancer is ad- 
visable because of variations in (1) the location of 
lesions, (2) the extent of the disease, and (3) the 
Pieran Came St Gis pateeat. If the patient is 

a good surgical risk, abdomino-perineal resection, 
completed in one or two stages, probably affords 
the widest form of dissection, and is to be preferred 
for that reason. 

Perineal resections, with or without preliminary 

colostomy (preferably with preliminary colostomy), 
are best suited for tumors situated in the lower 
two-thirds of the rectum in patients classified as 
only fair or poor surgical risks. 

Resections which attempt continuity of bowel 
and sphincter control have not proved to be very 
satisfactory in the treatment of rectal cancer. 
Perineal anus is less satisfactory than permanent 
abdominal colostomy. Procedures such as local 
excision, perineal resections with preservation of 
the anal sphincter, and abdominal resections with 
anastomosis, are employed in an effort to avoid a 
permanent artificial anus. Any of these procedures 
is probably unsatisfactory in most cases and it 
certainly lends to increase in recurrences because 
they may result in incomplete removal of the 


cancer. 
LeRoy D. Long. 








EYE, EAR, NOSE AND THROAT 


Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 











Se ee Seem &. Oe 8 a 
> to the Eye. J. Douglas 
The Britich Joursal of Ophthabmeleay, 
aan 1939. 
There is a discussion and definition of the vascu- 


ree ee eee ae eee Ue ane Slate 
bution of fluid throughout the body are 

A Hydrostatic pressure in the capillaries. 

2. Colloid osmotic pressure of the plasma. 

3. The pressure of fluid in the tissues. 

Methods es upsetting the fluid equilibrium of 
the body are discussed. Experiments are given 
and “the conclusions drawn are that the eyes does 
not share in the water- 


Further experiments proved that the eye does 
ee a 
nective tissue spaces, and the aqueous humour 
does not appear to be formed by the same process 
as the tissue fluid. 

Evidence that the aqueous humour does circulate 
is supported by observations of Priestley Smith, 
Friedenwald and Pierce and three pertinent exam- 
ples are given. 

Discussion is given as to the site of formation of 
the aqueous humour and also the site of removal 
of the aqueous humour. 


This appears to be a very valuable contribution 
to oph research and must have en- 
tailed an amount of work. 


incalculable 
The author’s own conclusions are: 
1. The formation of the aqueous humour is not 
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governed by the same simple laws that govern the 
lymph, pleural and peritoneal fluids and other 
dialysates. Dialysis is therefore not a satisfactory 
explanation of the production of the aqueous 
humour. 

2. When the osmotic equilibrium in the body is 
disturbed in various ways the fluid formed in the 
stomach and the eye are disturbed rather similarly. 
This suggests that a secretory process in the eye 
may play some part in controlling the intra-ocular 
pressure. 

3. Ample evidence is available that the aqueous 
humour circulates from the posterior to the anterior 
chamber. 

4. Evidence seems to point to the site of forma- 
tion of the aqueous humour being in the ciliary 
process. 

5. The aqueous humour leaves the eye at the 
angle of the anterior chamber into Schlemm’s canal 
by some process which is not osmosis, and no fluid 
- leave the eye normally by the posterior cham- 


Late Results in Petinst-Seteeanest Operations. 
Dohrmann K. Pischel, M.D., San Francisco. 
American Journal of Onhthalmelosy, February, 
19 


The article is opened with a discussion of Weve’s 
results in his operations at the Utrecht Eye Clinic. 
F. Ramach’s results at Linder’s Clinic in Vienna 
are also discussed. These reports do not give the 
findings at the end of a certain period as found 
on re-examination post-operatively. 

The author’s thought was what late results fol- 
lowed such a radical surgical insult as the eyeball 
suffered during a diathermy operation. He lists 
seven possible untoward late results: reappearance 
of the retinal detachment, degeneration of the 
macula, atrophy of parts of the retina, optic atro- 
phy, scleral ectasia, troublesome hyperphoria and 
most important of all development of cataract. 

Sixty-three patients are reported who had been 
operated at least a year. Of these 37 or 58 per 
cent were considered successful. Only 32 of these 
could be found for examination. 

The safer method of multiple diathermy punc- 
ture was used in all cases. Patients were kept in 
bed for two weeks after operation. The earlier 
cases operated had only one line of pins inserted; 
later cases had double rows and transcleral treat- 
ment or application of bident electrode. Stenopeic 
spectacles were worn for two months. 

In regard to the reappearance of the detach- 
ment he shows four cases in which the detach- 
ment recurred within three months of operation; 
the second operation was successful in all four 
cases. Another patient was operated three times 
before a cure was effected. In the author’s opin- 
ion if a case remains cured three months, there is 
no danger of further relapse. 

There was not any late degeneration of the 
macula found; no late atrophy of the retina was 
noted; there was no ectasia of the sclera noted. 


Troublesome hyperphoria is reviewed in 16 cases 
where there was a complete tenotomy of a vertical 
rectus. He says this condition “never develops as 
a result of a complete tenotomy of a vertical rectus 
(with muscle resutured to insertion), when only 
one operation is undertaken. A slight 
may develop without tenotomy, due to the forma- 
tion of scar tissue.” 

Considered the most important late a 
of all is cataract. The author’s analysis showed 
only one case of cataract which developed in pre- 
viously uninjured lenses; three cases of traumatic 
complicated cataract showed an eg in density 
of the lens opacity, as did one of complicated 
cataract. 


Ruling out cataracts, vision was retained, when 
regained. 

The time element on these cases showed: Four 
cases of more than four years’ standing; five of 
more than three years’ standing; six of more than 
two years’ standing and 18 of more than a years’ 
standing. 


Incidence of Malignant Tumors of the Head and 
Neck. Noah D. Fabricant, M.D., Chicago. Ar- 
chives of Otolaryngology, January, 1939. 


This is a statistical survey of malignant tumors 
(confirmed microscopically) of the head and neck 
which occurred in the Department of Otology, 
Rhinology, and Laryngology of the University of 
Illinois College of Medicine during a period of 
seven years from July 1, 1930, to July 1, 1937. 
These were gleaned from 1,103 biopsies. Uudoubt- 
edly there were more malignancies than this during 
the stated interval since there are approximately 
2,500 patients admitted per annum but only proven 
cases are reported. 

The youngest patient was a boy of 17 years; the 
oldest was a man of 85 years. A total of 87.37 per 
cent occurred in men; 12.63 per cent occurred in 
women (seven times as frequent in men as in 
women). This ratio the author thinks is of sig- 
nificance, since an analysis of 250 malignant tu- 
mors in Cook County Hospital showed 88.4 per cent 
in men and 11.6 per cent in women. 


Most investigators show the incidence to be 
greatest in the fifth decade with the fourth and 
sixth decades in the second place. This survey 
shows most malignancies occurring during the 
fifth decade, then the sixth and fourth decades, 
respectively. 

The survey shows a two-page chart of the 
anatomic site and type of tumor. This shows the 
majority of malignancies occur in the larynx; next 
in numerical significance is the nose and para- 
nasal sinuses; respectively then follows the esopha- 
gus, tongue, bronchi and tonsils 

Seventy per cent of the total number (249) were 
squamous cell; 8.7 per cent were basal cell carci- 
nomas; 2.7 per cent were transitional cell carci- 
nomas; 2.7 were undifferentiated tumors and 2 
per cent were tes cat ot gps pat 


“The heavy predominance of squamous cell carci- 
noma is manifested by the tact that 95 per cent of 
the tumors invading the larynx, almost 97 per cent 
of those invading the esophagus, 100 per cent of 
those invading the bronchi and the tongue, 55 per 
cent of those invading the bronchi and the neck 
and 90 per cent of those invading the tonsils were 
of this type.” 

Bronchoscopic and esophagoscopic examinations 
are necessary. 


The Treatment of Acute Nasal Accessory Disease. 
A. C. Furstenberg, M.D., Ann Arber, Michigan. 
Annals of Otology, Rhinology and Laryngology, 
December, 1938. 

“The only generalization, which seems accurate 
about the treatment of acute nasal accessory sinus 
disease is that an inordinate variety of methods 
are in practice and that no specific cure, either 
medicinal, surgical or biological, has yet been dis- 
covered.” 

This is a confusing subject to the medical stu- 
dent as well as to the one who has been grad- 
uated many years. Furstenberg apily sums it up 
in the above paragraph. Eminent authorities dif- 
fer to an extreme degree on the method of treat- 
ment. Furstenberg admits the lack of knowledge 
on the subject by discussing in particular the nega- 
tive phases of the disease and the things not to do. 

In the Department of Otolaryngology, University 
of Michigan, there is no bone work done during 
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the course of any acute infection. Condemned is 
the use of irritating solutions, such as silver salts, 
colloidal preparations, mercurochrome, etc., suc- 
tion, tamponade or surgica] intervention. Con- 
servative methods are employed such as might be 
used in any infection. These include: rest, pro- 
motion of drainage (steam inhalations, unmedi- 
cated, and three per cent aqueous solution of ephe- 
derine sprayed in nose or dropped in nasal cavity 
according to the Proetz method), relief of pain 
(morphine and codeine), hydration and nutritional 
support of the patient. The argument given against 
irrigation is that frequently there is a pansinusitis 
and irrigation of, say a single antrum, is a futile 
gesture. Hot and cold applications are thought by 
Furstenberg to be of doubtful value. 

In the “mine-run” of complications that appear 
in this clinic are osteomyelitis, orbital cellulitis, 
blood stream infections, etc. It was noted that 
the one who had such a complication gave a his- 
tory of some surgical manipulation at some recent 
date before appearing at the clinic. Patients hos- 
pitalized by the clinic early in an acute sinusitis 
and treated conservatively as outlined did not de- 
velop such sequellae. 

A series of 300 cases were observed. History, 
clinical examination and radiographic study 
showed them to be acute nasal accessory sinus in- 
fections. The conservative treatment was used. 
They were hospitalized for a period of one week, 
the first five days of which were spent in bed. Six 
months to two years later check-ups were done on 
this group; 296 were asymptomatic; four showed 
a chronic maxillary sinusitis, but gave history of 
an exacerbation with surgical intervention since 
they had left the hospital. 

There is an account given of the experiments of 
the effect of mucin. Furstenberg thinks that when 
bacteria are suspended in a menstruum of mucin, 
they become most destructive invaders of the ani- 
mal host. 

Furstenberg says: “After taking into account the 
possibilities of error in diagnosis, the vagaries and 
fallacies of statistical computations, not to mention 
the whims and prejudices of observers, we are still 
forced to the conclusion that utmost conservatism 
as the treatment of acute nasal accessory sinusitis 
is worthy of avowed recommendation by members 
of our profession.” 
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Studies on Trichinosis—XII The Preparation and 
Use of An Improved Trichina Antigen; by John 
Bozicevich. From the Public Health Reports, 
Vol. 53, No. 48, December 2, 1938, pg. 2130-2138. 


In connection with a series of studies carried on 
in the Division of Zoology, the National Institute 
of Health, of the United States Public Health 
Service on various aspects of trichinosis, an at- 
tempt was made to effect improvements in the 
preparation of trichina antigen in order that more 
reliable results might be obtained in the diagnosis 
of trichinosis by the precipitin and intradermal 
tests. 

The author describes various methods for the 
recovery of trichina larvae with a minimum of 
debris, and for the preparation of trichina antigen 
by extraction with a neutral 0.85 per cent solution 
of sodium chloride without the use of preserva- 
tives. Such antigen may be put up in hermetically 
sealed vials and stored at room temperature until 
needed for use. 

A convenient method for measuring intradermal 


reactions is described. The progressive develop- 
ment of the reaction is followed by means of cello- 
phane tracings which can afterwards be measured 
by means of a planimeter. By this method a 
progressive graphic picture of the reaction may 
be preserved for further reference. 

The author concludes that the saline extracted 
antigen is superior as a diagnostic agent to other 
types of antigen. 


Studies on Trichinosis—VII. The Past and Present 
Status of Trichinosis in the United States, and 
the Indicated Control Measures; by Maurice C. 
Hall, Chief, Division of Zoology, National Insti- 
tute of Health, United States Public Health Ser- 
vice. Public Health Reports, Vol. 53, No. 33, 
August 19, 1938, pages 1472-1486. 


Since 1936 the Division of Zoology, National In- 
stitute of Health, United States Public Health 
Service, has undertaken a study of trichinosis in 
the United States. On the basis of this study the 
author has arrived at some definite conclusions. 
They are: 

1. Abundant evidence indicates quite clearly that 
trichinosis is probably a greater problem in the 
United States than in any other country in the 
world. 

2. Human trichinosis rests primarily on the basis 
of swine trichinosis. 

3. Swine trichinosis rests primarily on a basis of 
uncooked or inadequately cooked pork scraps fed 
to swine in garbage, table scraps, swill and similar 
material. 

4. The indicated control of trichinosis in the 
United States is primarily a matter of keeping 
such uncooked pork scraps out of the feed of swine 
and either cooking such feed as garbage or re- 
fraining from feeding any food containing pork 
scraps. 

5. Rats appear to have a very minor roll in the 
production of porcine trichinosis. 

6. The incidence of trichinosis in man has not 
been lowered during the past 50 years. 

7. Prompt action looking towards the control 
of trichinosis is imperative for the protection of 
the public health on the one hand and the pro- 
tection and improvement of the swine industry and 
the packing industry on the other hand. 

The author discusses the prevalence of trichinosis 
in the United States 50 years ago and has compared 
it to the incidence of trichinosis today. In addi- 
tion he presents the incidence of trichinosis in 
European countries as compared to that of the 
United States. In this discussion the author states 
that the lowest of the recent figures for the United 
States is higher than all but one of the European 
figures cited. 

Further, the author discusses the effectiveness 
of previous control measures, the prevention of 
trichinosis in swine and outlines the organization 
of a program for the control of human trichinosis. 


~£)- 
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The past two decades have brought forth in- 
tenseive campaigns in behalf of crippled and 
otherwise physically handicapped 
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wr - serious, but less widely publi- 
cized, handicaps that are the 
results -_ deformity. By “deformity” we refer to 
those visible abnormalities which handicap their 
victims because of a peculiar appearance. 

As examples of this group, the authors cite, hare- 
lip and cleft palate, facial birthmarks, saddle nose, 
hunchback, webbed fingers, crossed eyes, ptosis of 
the eyelid, disfiguring scars, lop ears, crooked teeth 
and contractures resulting from burns. Many of 
these congenital deformities and others are ac- 
quired during childhood. Of the acquired de- 
formities, many might have been minimized at 
their onset or might have been prevented. In 
addition to efforts at prevention, the greatest ser- 
vice to such children is the work being done in the 
correction of such defects by plastic surgery. Plas- 
tic surgeons must of course give due credit to the 
achievements of orthopedists, dentists, ophthal- 
mogoligists, and dermatologists, whose efforts have 
made many other deformities amenable to treat- 
ment. 

Although the effects of deformity are largely 
psychologic, the ultimate responsibility for their 
management generally falls on the shoulders of 
some physician. It is for these physicians that we 
present this of the pertinent facts re- 
lating to childhood deformities. Let it be said 
at the outset that we are not professional psy- 
cologists. We are primarily surgeons interested in 
the correction of these deformities and our dis- 
cussion on psychology is derived from personal ex- 
perience in the management of such cases. 

The authors list three psychologic effects of de- 
formity: 

1. Inferiority and Shame: Children are notorious- 
ly observant of the unusual. A great deal of un- 
due attention is invariably directed at any cosmetic 
abnormality possessed by a playmate. They do 
not attempt to refrain from remarking about the 
afflicted companion. Sometimes he is nicknamed 
to suit the deformity. It is no wonder then that 
the majority of children quickly develop a feeling 
of inferiority and shame. As the child matures 
he becomes increasingly more sensitive. 

2. Modifications of Self Expression: Lowery tells 
us that personality depends on two fundamental 
drives. The one is for self-expression and the 
other for conformance with accepted social stand- 
ards. When this is applied to the deformed child, 
the result is obvious. The deformed child may have 
every mental and physical faculty for self-expres- 
sion possessed by other children but because of 
his deformity he is either restrained by others or 
avoids the personal contacts necessary for such 
expression. Activities are either shunned or al- 
tered. 

3. Anti-social Tendencies: Before a handicapped 
child can gain recognition of the group he must 
first overcome the tendency of other children to 
maintain the natural impression 
and undesirability. Many 
clined to give in to these difficulties and to make 
no effort to become one of the group. Others be- 
come resentful, blame is placed on all manner of 
circumstances and people. These children may de- 
velop objectionable social behavior, may resort to 
criminal tendencies and activities, etc. 


The rarely spontaneous reaction occurs when the 
handicapped sets out to make himself popu- 
lar regardless of obstacles. This is a goal toward 


which mental therapy should be aimed when deal- 
ing with handicapped children. 
Surgical Care of Deformities 
1. Prevention: Very little is known about the 
prevention of congenital deformities. Acquired 
deformities on the other hand are largely pre- 


are entirely dependent on the resources of the phy- 
sician responsible for its care. 


Accidental injuries to the face lead the list of 
acquired deformities. The authors relate the ne- 
cessary management of such cases. 

2. Earliest Possible Correction: When a de- 
formity of any type of severity is present the most 
important single item in the avoidance of unde- 
sirable personality changes is the most complete 
surgical restoration possible at the earliest date 
that is feasible. This is a hard and fast rule with 
no exceptions of which we are aware. 


It is of particular importance to have de- 
formities corrected if possible before the child 
enters school. 


3. Management of Common Deformities: Among 
the congenital deformities there is a group which 
allows correction immediately after birth. Most 
conspicuous of these are the harelips. In the 
absence of specific contraindications to surgery, 
harelip should be corrected during the first week 
of life. With paregoric for premedication this 
repair can be safely and efficiently performed with 
a simple nerve block anesthesia. We have per- 
formed such surgery within 24 hours after birth, 
—_ with the child sleeping through the opera- 

on. 

Cleft palates, we feel, should not be operated be- 
fore the child is from 18 to 21 months of age, the 
authors state. Earlier than that the palatal tissue 
is too flimsy to permit adequate repair without 
tearing. Prevention of speech defects is the para- 
mount aim, and, since most children begin to talk 
at about two years of age, this is the age choice 
for surgery of the cleft palate. Even after a satis- 
factory anatomic repair, speech training with hours 
of patient practice is required to insure a satis- 
factory speaking voice. In certain cases in which 
there is difficulty due to shortness of the palate, 
the Dorrance “push-back” operation may be per- 
formed to give the palate its needed length. 


Plastic surgery involving the legs or abdomen 
must usually be delayed until the child passes the 
diaper age because of the danger of infection. This 
includes the use of skin or fascial grafts taken 
from the lower part of the abdomen and the upper 
part of the thighs. 

The authors list a number of very common and 
very annoying deformities and use some very fine 
illustrations of each type. The authors are to be 
commended on the results shown by their pro- 
cedure. Some of those listed and explained are, 
lop ears, nasal deformities, cleft palates, harelips, 
saddle nose, hump of nose, automobile injury to 
face, web fingers, contracture of axilla from burns, 
etc. 

Development of Sound Mental Health 

Surgical correction in early childhood is the most 
valuable method of preventing undesirable per- 
sonality traits. Unfortunately early correction of 
the deformity in some instances is impossible; in 
others it is impossible to obtain a perfect cosmetic 
result. Theraphy, therefore, must often be sup- 

special training to prepare the child 


phasis 
aspects which are most important to the deformed 


“First, the deformed child must learn to “face the 
facts.” He must learn to anticipate difficulties and 
to be self-reliant. 

Second, the handicapped child is most likely to 


, the children must learn that true friendship 
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exists only in those who like them in spite of —~ 
deformities and irrespective of their 
or ability to do something to buy their favor. 

Thirdly, compensatory education and importance 
of speech training for children with cleft palate is 
almost as important as the surgical repair. Physi- 
cal therapy and gymnastics are important for chil- 
dren with orthopedic deformities, and contractures 
from burns, after correction, frequently require 
muscular rehabilitation. It is known that crossed 
eyes are greatly improved by exercises to develop 
the use of extee-qouae muscles. 

Summary 

1. Deformities in children are serious and have 
failed to attract adequate attention within the 
medical profession. The seriousness lies in the 
severe mental reactions and alterations of person- 
ality which result. 

2. Many of the acquired deformities are pre- 
ventable and the technical information regarding 
this phase of preventive medicine should be more 
widely publicized among medical schools and med- 
ical organizations. 

3. Wherever possible childhood deformities should 
be corrected before the child reaches school age, 
and a few are best corrected within the first week 
of life. 

4. Many childhood deformities have become 
amenable to plastic surgery with the development 
of that specialty which has taken place since the 
World War. 

5. In addition to surgical care, deformed chil- 
dren require more than ordinary “bringing up” at 
home and at school. They must be prepared to 
face greater hardships than normal persons and 
should be given special training to compensate for 
altered facilities for self-expression. 

Comment: Dr. Straith is to be congratulated on 
a very comprehensive article pointing out the com- 
plexes which may develop in some of the con- 
genital anomalies. Men doing plastic surgery en- 
counter these complexes often. 

It is remarkable how they can be completely re- 
lieved by operation. The illustrations show that 
Dr. Straith is doing outstanding work in this field. 
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The Influence of Sulfanilamide on Gonococci and 
Gonococcal Infections. Russell D. Herrold, M.D., 
and Edward Palmer, M.D., Chicago, Illinois. Re- 


American yphilis, 
Gonorrhea and Venereal Diseases, November, 1938. 


This report presented by a careful observer seems 
to present an accurate picture of the present day 
status of sulfanilamide therapy for the treatment 
of gonorrhea. Unlike the majority of papers pre- 
sented the past year on this remarkable drug the 
authors have not had the 84 per cent average of 
successful cures reported by other investigators. 
However, their standards of evaluation have been 
more strict than those who have previously reported 
on the drug. 

They are of the opinion that if the drug produces 
eradication of the gonococci under a period of 30 
days, a successful result has been obtained. If 
complications are presented and are promptly con- 
trolled, even though benefit is not gained within 
a short period of time, it should be considered par- 
tially satisfactory. In a total of 89 cases a satis- 
factory result was obtained in approximately one- 
third and a partially satisfactory result in another 
one-third. No results or poor results were obtained 
in the remaining one-third of cases studied. 

Other observations made on this form of therapy 
were; patients who previously had the disease 
showed better result than those with initial infec- 
tions—also better results were obtained the earlier 
the drug was used in the course of the disease. In 
a substantial percentage of patients a latent or 
carrier state has been found to exist for long periods 
of time. Local treatment of the infected urethral 
and glandular structures is a valuable therapeutic 
adjunct and will aid in expediting cure. 








Hypodermic and oral tablets, 
rectal suppositories, 
les, and powder. 





— 


COUNCIL ACCEPTED 


Dilaudid hydrochloride 


(dihydromorphinone hydrochloride ) 


For the relief of pain, Dilaudid hydrochloride 
has several advantages over morphine. It is 
a stronger analgesic, acts more quickly, and 
is less likely to cause undesirable symptoms. 


DOSE: Dilaudid hydrochloride 1/20 grain 


will usually take the place of 
1/4 grain morphine sulphate. 


© Dilaudid hydrochloride comes within the scope of the Federal narcotic regulations. 


Dilaudid Trade Mark reg. U.S. Pat. Of. 


BILHUBER-KNOLL CORP. 








112 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


OFFICERS OKLAHOMA STATE MEDICAL 
ASSOCIATION 


President, Dr. H. K. Speed, Sayre. 

President-Elect, Dr. W. A. Howard, Chelsea. 

Secretary-Treasurer-Editor, Dr. L. 8S. Willour, McAlester. 

Executive Secretary, Mr. R. H. Graham, McAlester. 

Speaker, House of Delegates, Dr. J. D. Osborn, Jr., Frederick. 

Vice Speaker, House of Delegates, Dr. P. P. Nesbitt, Medical 
Arts Building, Tulsa. 

Delegates to the A. M. A., Dr. W. Albert Cook, Medica! 
Arts Building, Tulsa, 1938-39 ; Dr. McLain Rogers, Clinton, 
1937-1938. 

Meeting Place, Oklahoma City, May 1, 2, 3, 1939. 


SPECIAL COMMITTEES 1938-39 


Annual Meeting: Dr. H. K. Speed, Sayre; Dr. W. A. How- 
ard, Chelsea; Dr. L. S. Willour, McAlester. 

Conservation of Hearing: Dr. H. F. Vandever, Chairman, 
Enid; Dr. J. B. Hollis, Mangum; Dr. Chester McHenry, Okla- 
homa City. 

Conservation of Vision: Dr. W. M. Gallaher, Chairman, 
Shawnee; Dr. Frank R. Vieregg, Clinton; Dr. Pauline Bar- 
ker, Guthrie. 

Crippled Children: Dr. Earl McBride, Chairman, Oklahoma 
City; Dr. Roy L. Fisher, Frederick; Dr. M. B. Glismann, 
Okmulgee. 

Industrial Service and Traumatic Surgery: Dr. Cyril C. 
Clymer, Medical Arts Bldg., Oklahoma City; Dr. J. Wm. 
Finch, Hobart; Dr. J. A. Rutledge, Ada. 

Maternity and Infancy: Dr. George R. Osborn, Chairman, 
Tulsa; Dr. P. J. DeVanney, Sayre; Dr. Leila E. Andrews, 
Oklahoma City. 

Necrology: Dr. G. H. Stagner, Chairman, Erick ; Dr. James 
L. Shuler, Durant; Dr. 8S. D. Neely, Muskogee. 

Post Graduate Medical Teaching: Dr. Henry H. Turner, 
Chairman, Oklahoma City; Dr. H. C. Weber, Bartlesville; 
Dr. Ned R. Smith, Tulsa. 

Study and Control of Cancer: Dr. Wendell Long, Chair- 
man, Oklahoma City; Dr. Paul B. Champlin, Enid; Dr. 
Ralph McGill, Tulsa. 

Study and Control of Tuberculosis: Dr. Carl Puckett, 
Chairman, Oklahoma City; Dr. W. C. Tisdal, Clinton; Dr. 
F. P. Baker, Talihina. 

Study and Control of Venereal Disease: Dr. Robert H. 
Akin, Chairman, Medical Arts Bldg., Oklahoma City; Dr. 
Shade D. Neely, Muskogee; Dr. D. V. Hudson, Medical Arts 
Bidg., Tulsa. 





o 


ADVISORY COUNCIL FOR AUXILIARY 

















Dr. H. K. Boot Chairman Sayre 
Dr. C. J. Oklahoma City 
Dr. W. 8. yous Tulsa 
Dr. J. M. Watson Enid 
Dr. T. H. McCarley McAlester 








STANDING COMMITTEES 1938-39 


Medical Defense: Dr. O. E. Templin, Chairman, Alva: Dr. 
L. C. Kuyrkendall, McAlester; Dr. E. Albert Aisenstadt, 
Picher. 

Medical Economics: Dr. C. B. Sullivan, Cordell, Chair- 
man; Dr. J. L. Patterson, Duncan; Dr. W. M. Browning, 
Waurika. 


Medical Education and Hospital: Dr. V. C. Tisdal, Chair- 


man, Elk City; Dr. Robert U. Patterson, Oklahoma City; 
H. M. McClure, Chickasha. 


Public Policy and Legislation: Dr. Finis W. Ewing, Surety 
Bidg., Chairman, Muskogee; Dr. Tom Lowry, 1200 North 
Walker, Oklahoma City; Dr. O. C. Newman, Shattuck; Dr. 
R. O. Early, Medical Arts Bidg., Oklahoma City. 

(The above committee co-ordinated by the following, 
selected from each councilor district.) 


District No. 1.—Arthur E. Hale, Alva. 
District No. 2.—McLain Rogers, Clinton. 
District No. 3.—Thomas McElroy, Ponca City. 
District No. 4.—L. H. Ritzhaupt, Guthrie. 
District No. - —P. V. Annadown, Sulphur. 
District No. 6.—R. M. Shepard, Tulsa 

District No. 7.—Sam A. McKeel, Ada. 

District No. 8.—J. A. Morrow, Sallisaw. 





District No. 9.—W. A. Tolleson, Eufaula. 

District No. 10.—J. L. — Madill. 

PM oy, Exhibits: Dr. Rankin Dene, Chairman, 
; Dr. Robert H. Akin, Ditabome City; Dr. R. C. Pig- 


ford. Tutea 
Scientific Work: Dr. W. G. Husband, Chairman, Hollis; 
Dr. J. S. Rollins, Prague; Dr. J. L. Day, Supply. 


Hospital Insurance Board—Dr. H. D. Collins, Oklahoma 
City; Dr. W. P. Neilson, Enid; Dr. R. L. Fisher, Frederick ; 
Dr. W. A. Howard, Chelsea; Dr. P. M. McNeill, Oklahoma 


Public Health: 
Chairman—Dr. G. 8. a Shawnee. 


District No. 1 W. Tedrowe, Woodward. 
District No. 2. —E w. Mabry, Aitus. 
District No. 3.—L. A. Mitchell, Stillwater. 
District No. 4.—J. J. Gable, Norman 
District No. 5.—Geo. S. Barber, Lawton 
District No. 6.—C. E. Bradley, Tulsa. 
District No. 7.—G. S. Baxter, Shawnee. 
District No. 8.—M. M. De Arman, Miami 
District No. 9.—T. H. McCarley, McAlester. 
District No. 10.—J. B. Clark, Coalgate. 





—e oO 


SCIENTIFIC SECTIONS 


General Surgery: Dr. F. L. Flack, Chairman, Nat’] Bank 
of Tulsa Bidg., Tulsa; Dr. John E. McDonald, Vice-Chair- 
man, Medica] Arts Bldg., Tulsa; Dr. John F. Burton, Sec- 
retary, Osler Building, Oklahoma City. 


General Medicine: Dr. Frank Nelson, Chairman, 603 Med- 
ical Arts Bidg., Tulsa; Dr. E. R. Musick, Vice-Chairman, 
Medical Arts Bidg., Oklahoma City; Dr. Milam McKinney, 
Medical Arts Blidg., Oklahoma City. 


Eye, Ear, Nose & Throat: Dr. E. H. Coachman, Chairman, 
Manhattan Bidg., Muskogee; Dr. F. M. Cooper, Vice-Presi- 
dent, Medical Arts Bidg., Oklahoma City; Dr. James R. 

, Secretary, Medical Arts Bidg., Oklahoma City. 


Obstetrics and Pediatrics: Dr. C. W. Arrendell, Chairman, 
Ponca City; Dr. Carl F. Simpson, Vice-Chairman, Medical 
Arts Bidg., Tulsa; Dr. Ben H. Nicholson, Secretary, 300 
West Twelfth Street, Oklahoma City. 


Genite-Urinary Diseases and Syphilology: Dr. Elijah Sulli- 
van, Chairman, Medical Arts Bidg., Oklahoma City; Dr. 
Henry Browne, Vice-Chairman, Medical Arts Bidg., Tulsa; 
Dr. Robert Akin, Secretary, 400 West Tenth, Oklahoma City. 


Dermatology and Radiology: Dr. W. A. Showman, Chair- 
man, Medical Arts Bidg., Tulsa; Dr. E. D. Greenberger, 
Vice-Chairman, McAlester; Dr. Hervey A. Foerster, Sec- 
retary, Medical Arts Blidg., Oklahoma City. 





o 


STATE BOARD OF MEDICAL EXAMINERS 


Dr. Sam A. McKeel, Ada, President; Dr. C. E. Bradley, 
Tulsa, Vice-President; Dr. J. D. Osborn, Jr., Frederick, 
Secretary ; Dr. O. C. Newman, Shattuck; Dr. L. E. Emanuel, 
Chickasha; Dr. S. D. Leslie, Okmulgee; Dr. G. H. Stagner, 
Erick. 





ow 


STATE COMMISSIONER OF HEALTH 
Dr. Grady F. Mathews, Oklahoma City. 


—<> 
o 





COUNCILORS AND THEIR COUNTIES 


District No. 1: Texas, Beaver, Cimarron, wey Ellis, 
Woods, Woodward, Alfalfa, 7) Dewey—Dr. O. E. Temp- 
lin, Alva. (Term expires 1940 

District No. 2: Roger Mult, Beckham, Greer, Harmon, 
Washita, Kiowa, Custer, Jackson, Tillman—Dr, Vv. C. Tisdai, 
Elk City. (Term expires 1939.) 

District No. 3: Grant, Kay, Garfield, Noble, Payne, Paw- 
nee—Dr. A. S. Risser, Blackwell. (Term expires 1941.) 

District No. 4: Blaine, Kingfisher, Canadian, Logan, 
Oklahoma, Cleveland—Dr. Philip M. McNeill, Oklahoma City. 
(Term expires 1941.) 

District No. 5: Caddo, Comanche, Cotton, Grady, Love, 
Stephens, Jefferson, Carter, Murray—Dr. Walter Hardy, 
Ardmore. (Term expires 1941.) 

District No. 6: Osage, Creek, Washington, Nowata, 
Rogers, Tulsa—Dr. James Stevenson, Medical Arts Bidg., 
Tulsa. (Term expires, 1941.) 

District No. 7: Lincoln, Pontotoc, Pottawatom Ok- 
fuskee, Seminole, McClain, Garvin, Hughes—Dr. A. 
Walker, Shawnee. (Term expires 1939.) 

District No. 8: Craig, Ottawa, Mayes, Delaware, Wag- 
oner, Adair, Cherokee, Sequoyah, Okmulgee, Muskogee—Dr. 
E. A. Aisenstadt, Picher. (Term Be 1939.) 


ye ~ BL J M Atok: 
: Johnson, ee. See. a. Bove. 
(Term expires 1989.) 








